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Cancer is one of the major health problems throughout the world. Because 
cancer is a potentially fatal disease with an unpredictable disease course, and its 
treatments are often aversive and debilitating, cancer can engender stress among those 
at risk. Once a person is diagnosed with cancer, he goes through treatment, and 
achieves remission; the uncertainty of cancer is always present, haunting one like a 
ghost, making anxiety and stress a natural course of cancer even after recovery. Stress 
is one of the psychosocial factor likely to be associated with every kind of physical 
and psychological insult. Various negative psychological consequences have been 
documented among cancer patients, including depressed mood, anxiety, and anger 
(with depression and anxiety being the most prevalent; Shapiro, Lopez, & Schwartz, 
2001). Moreover, it has been reported that cancer patients experience a higher 
frequency of stressfiji life events than controls (Baltrusch, Stangel, & Waltz, 1991; 
Eiser, 1990; Johnson, 1986). It is likely that stress-related factors would reduce the 
overall ability of an individual to actively participate in his or her own health process, 
both mentally and physiologically. Indeed, research indicates that stress, depression, 
and anxiety affect immune function (Delongis, Folkman, & Lazarus, 1988; Kiecolt-
G laser, McGuire, Robles, & Glaser, 2002). For example, one study showed that stress 
levels significantly modulated immune natural killer cell activity in 116 postoperative 
cancer patients (Anderson, Anderson, & deProsse, 1989). 
Cancer-specific distress has been recognized on a diagnostic level since 1994 
when cancer diagnosis was listed as a potential traumatic event in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV). Thus, under DSM-IV criteria, an 
experience with cancer can be characterized as involving actual or threatened death or 
serious injury, or a threat to the physical integrity of self or others. Additionally, the 
person's response to the experience with cancer is thought to involve intense fear. 
helplessness, or horror. Symptoms of the cancer- related stress disorder Include: 
persistently re-experlencing the event, avoidance of stimuli associated with the event, 
and persistent symptoms of increased arousal lasting more than one month. The 
disorder may be labelled as acute If the symptoms last less than 3 months or chronic If 
the symptoms last more than 3 months. A delayed onset form of the disorder occurs of 
the onset of symptoms is at least 6 months after the incident. 
Whether among populations of cancer patients or among those at high-risk for 
cancer, different levels of cancer-specific distress have been linked with various 
behavioral Implications. For some, cancer-specific distress may be motivation to learn 
more about one's diagnosis or risk, yet for others it may act as a deterrent regarding 
health information (Miller, 1995). Extreme cancer-specific distress can lead people to 
avoid, ignore, or otherwise stop worrying about their risk. On a physiological level, 
cancer-specific distress has been linked with decreased natural cytotoxic activity, 
decreased secretions of THl cytokines, and elevated levels of stress hormones (Cohen 
et al., 2002). Moreover, cancer-specific distress may influence the cognitive 
processing of cancer related information (Erblich et al., 2003). 
Research has found that psychosocial interventions not only help the patient to 
reduce stress but may also prolong survival in patients with cancer. Studies show that 
the higher the level of mood disturbance before the first cycles of chemotherapy, the 
poorer the clinical and pathological response to chemotherapy (Walker, Heys, & 
Eremin, 1999). Psychosocial interventions may help in a number of ways such as 
enhancing treatment compliance, improving nutrition intake by patients, reducing 
high risk behaviors, altering coping strategies. Improving the quality of life, providing 
group or other social support, and directly effecting a response to medical treatment. 
Psychosocial interventions have been found to alter host defenses, such as stimulating 
the immune system, although the mechanism of action in cancer patients is unclear. 
Purpose of the study 
The purpose of this research is to examine the impact of locus of control, 
personality type and social support, on stress. The demographic variables such as type 
of cancer, residence, age, gender, income, family strength, and period since diagnosis, 
are some of the determining variables that make complex outcomes of researches and 
they might have effect on stress. 
1. The study of the relationship between the dependent variable (stress), and 
independent variables (locus of control, personality type and social support), and find 
the prediction equation among cancer patients and also determination of the effect 
size of independent variables (locus of control, personality type and social support) on 
dependent variable (stress). 
2. The study of differences of dependent variable (stress), and independent 
variable (social support) with the consideration of demographic variables (type of 
cancer, residence, age, gender, income, family strength, and period since diagnosis). 
Research Problem and Questions 
This study investigates the stress among cancer patients as related to locus of 
control, personality type and social support. The present research is designed to search 
possible responses to these questions as given below: 
1. What is the equation of regression of stress from locus of control, personality type 
and social support? 
2. Is there significant correlation between stress and locus of control? 
3. Is there significant correlation between stress and social support? 
4. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of type of locus of control? 
5. Is there significant difference between the mean scores of cancer patients" stress 
with consideration of personality type? 
6. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of type of cancer? 
7. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of residence? 
8. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of age? 
9. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of gender? 
10. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of income? 
11. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of family strength? 
12. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of period of diagnosis? 
13. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of type of locus of control? 
14. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of personality type? 
15. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of type of cancer? 
i 6. Is there significant difference between mean the scores of cancer patients' social 
support with consideration of residence? 
17. Is there significant difference between the mean scores, of cancer patients' social 
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support with consideration of age level? 
18. is there significant difference between the mean scores of cancer patients' social 
support with consideration of gender? 
19. Js there significant difference between the mean scores of cancer patients' social 
support with consideration of income level? 
20. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of family strength? 
21. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of period of diagnosis? 
Sample 
In present research the sample size consist of 200 cancer patients selected 
randomly, going under treatment in the department of Radiotherapy and Oncology in 
Sher-i-Kashmir Institute of Medical Sciences Srinagar Kashmir. They were 
categorized into three groups: Group 1, comprised of 98 general cancer patients 
including lung, stomach, prostrate, skin, and other types of cancer. Group II 
comprised of 57 Oesophagus cancer patients and Group III comprised of 45 breast 
cancer patients. The age of the respondents ranged from 25 to 85 with an average age 
of 49.66 years. Their monthly income from all sources ranged from 300Rs. to 
40000RS. And with an average monthly income from all sources are 8024.231. Both 
genders (male and female) were included in this research. Almost all the patients were 
married. 
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Tools Used 
Instruments used to collect data for this study were as follow: 
1- Personal Data Sheet (PDS): 
The PDS include the information under the following major headings: Name 
of the Patient, type of cancer, residence, age of the patient, sex of patient, type of 
cancer and period since diagnosis. 
2- Questionnaire on stress 
The Questionnaire on stress in cancer patients revised version (QSC-R23) 
developed by Herschbach et al, 2003 was used to measure the stress in cancer 
patients. It contains twenty three items that describe potential everyday stress in all 
areas of life in detail and in everyday language. Each problem has to be answered 
twice; does it apply to the test person at present and -if it does apply-to what extent 
does this problem cause distress? The range of the response'categories varies between 
0 = the problem does not apply to me and 5= the problem applies to me and is a very 
big problem. 
3-Multi-diinensionaI Health Locus of Control (MHLC-Form C) 
Locus of control was measured using the Multi-dimensional Health Locus of 
Control (MHLC) developed by Wallston et al. (1978). The reliability coefficients 
range from .83 to .86 (Bairan, 1985). The MHLC consists of 18 statements of health 
beliefs with responses in a six-point Likert format, ranging from strongly disagree to 
strongly agree. The six items in each of the three categories (internal, powerful others, 
and chance) were summed yielding three separate scores. Total scores ranged from 6 
to 36 with higher scores indicating more of one dimension versus the other 
orientations. Individuals were identified based on their overall beliefs as reflected by 
their highest score on the three subscales. Individuals were identified as having health 
beliefs predominantly associated with internal control, powerful others, or chance. 
4-Grossarth-Maticek Personality Stress Inventory (GMPSI) 
Grossarth-Maticek Personality Stress Inventory (GMPSI) a stable measure of 
personality developed by Grossarth-Maticek and Eysenck (1988), was used to 
measure type of personality. This scale consists of 70-items and designed to measure 
six variables: (1) Type 1, or the cancer prone personality(similar to personality type 
C): (2) Type 2, or the CHD-prone personality(similar to personality type A): (3) Type 
3, a hysterical type of personality: (4) Type 4, an autonomous, healthy type of 
personality Type 4 (corresponds closely to the personaliyt Type B): 5) Type 5 , 
described as rationai-antiemotional: (6) Type 6, an antisocial, psychopathic type of 
personality. Each sub-scale consists often items except for type 4 which consists of 
20 items. The first set (Type 4a) is in positive form, and the second set (Type 4b) is in 
negative form. 
The GMPSI scores range from never true to always true. The response-scale 
ranges from 0. 4 (i.e., total score range is 0. 40) based on a 5-point response scale. 
The patient was assigned to a type based on scoring highest on that type subscale 
(regardless of scores for other type subscales). 
5-Social Support scale: 
Interpersonal Support Evaluation List - Short Form (ISEL-SF) (Pierce, Frone, 
Russell & Cooper, 1996) .This measure is a shortened version of the 40 item 
Interpersonal Support Evaluation List (Cohen, Mermelstein, Kamarck, &. Hoberman, 
1985). There are three areas in this scale which measures social support i.e. tangible 
support, appraisal support, and belonging support. The tangible is intended to measure 
perceived availability of material aid of the cancer patients; the appraisal subscale 
measures the perceived availability of a confident and trusted advisor of the cancer 
patients; the belonging subscale measures the perceived availability of someone with 
whom the respondent socialized. The scale has fifteen items, five in each area There 
are nine positive and six negative statements. The response alternatives are 
completely true, somewhat true, somewhat false, and completely false. 
Result and Discussion 
The results of this study showed that social support was first important 
predictor (P=-0.597, p=^0.0005<0.001), and internal locus of control was second 
important predictor (P=0.321, p=0.0005<0.001) and also personality type 2(type A) 
was third important predictor (P=0.157, p=0.0005<0.001) in prediction of stress in 
cancer patients. As it mentioned Social support was negative significant predictor 
while internal locus of control and personality type 2 (type A) were positive 
significant predictors of stress in cancer patients. Eventually, in cancer patients 
samples, social support, locus of control and personality type have explained 54.9% 
of variance of stress. 
The amount of coefficient between stress as a dependent variable and type of 
locus of control (internal, chance and powerful others locus of control) as an 
independent variable was 0.381. That is in cancer patients, the correlation between 
mentioned variables was significant with 99% confidence. Therefore our study reports 
that type of locus of control has a relation with stress in cancer patients. 
The result indicated that social support scale, and its sub-scales i.e tangible 
support, and belonging support have significant negative correlation with stress (r= -
.641, p=0.0005<0.01, r= -.631, p=0.0005<0.01, and r= -.576, p=0.0005<0.01) 
respectively. But there was no significant correlation(r= -0.124, p=.080>0.05) 
between the scores of appraisal support and stress among cancer patients. 
The three types of locus of control (internal, chance, and powerftil others) 
were compared with regard to scores of stress. Because of (p=0.0005<0.01), there 
were significant differences between at least two groups. The mean scores of stress in 
internal locus group were higher than chance locus of control group, and powerful 
others locus of control group. 
The results indicated that, there were significant differences (p=0.0005<0.01), 
between two groups of personality type on stress scores. The mean scores of stress in 
personality type 1 (type C) cancer patients were higher than personality type 4(healthy 
personality/Personality type B) cancer patients. 
The three groups/types of cancer patients (general cancer, esophagus cancer 
and breast cancer) were compared with regard to scores of stress. Because of 
(p=0.0005<0.01), there were significant differences between at least two groups of 
cancer patients on stress scores. The mean scores of stress in esophagus cancer 
patients were higher than general cancer patients. And breast cancer patients had 
higher mean scores of stress than general and esophagus cancer patients. 
The two groups (rural and urban cancer patients) were compared with regard 
to scores of stress, because of (p=0.635>0.05), there was not any significant 
difference between two groups on stress scores. That is no significant difference was 
found between rural and urban cancer patients on stress scores. 
The three age groups (young age, middle age and old age) were compared 
with regard to stress scores. Because of (p=0.0005<0.01) there were significant 
differences at least between two groups on scores of stress. The results showed that 
the mean scores of stress of middle age cancer patients were higher than old age and 
young age cancer patients. 
The two group's i.e male and female cancer patients were compared with 
regard to scores of stress. Because of (p=0.001<0.01), there was significant difference 
between two groups on stress scores. The results showed that female cancer patients 
have higher mean scores of stress in comparison to male counterparts. 
The three income groups (low income, moderate income and sound income) 
were compared with regard to scores of stress. Because of (p=0.043<0.05), there was 
significant difference at least between two groups on scores of stress in cancer 
patients. The mean scores of poor cancer patients were higher than cancer patients 
with sound income on stress. 
The resuhs showed that there was no significant difference (p=0.280>0.05) 
amongst three groups of family strength on stress scores. In other words no significant 
difference was found among cancer patients with small family, medium family and 
large family on stress scores. 
The results showed that, there was not any significant difference among three 
groups of period of diagnosis on scores of stress. That is, no significeint difference was 
found among newly diagnosed, old diagnosed and very old diagnosed cancer patients 
on scores of stress. 
The three groups/ type of locus of control (internal, chance and powerful 
others) were compared with regard to social support and its sub-scales. Because of 
(p=0.002<0.01), there were significant differences between at least two groups on 
Appraisal support. But there was no significant difference between the mean scores of 
three groups on tangible support, belonging support, and total social support. The 
results further showed that the mean scores of cancer patients with powerful others 
locus of control were higher than cancer patients with internal and chance locus of 
control. 
The three groups/personality types were compared with regard to social 
support and its sub-scales. Because of (p=0.009<0.01, p=0.008<0.01, and 
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p=0.006<0.01), there were significant differences between at least two groups on 
tangible support, belonging support, and total social support. But there was no 
significant difference between the mean scores of three groups on appraisal support 
sub-scales. The resuUs further reported that mean scores of type4 (healthy 
personality/Personality type B) cancer patients were higher than type l(type C) cancer 
patients on tangible support, belonging support, and social support. 
The three groups/types of cancer (general, esophagus and breast cancer) were 
compared with regard to social support and its sub-scales. Because of (p=0.002<0.01, 
p=0.033<0.01, p=0.003<0.01, and p=0.0005<0.01), there were significant differences 
between at least two groups on social support and its sub-scales. The results showed 
that the mean scores of general cancer patients were higher than esophagus and breast 
cancer patients on tangible support, belonging and the total social support. And the 
mean scores of general cancer patients were higher than breast cancer patients on 
appraisal support. 
The results showed that, because of (p=0.819>0.05, p=0.714>0.05, 
p=0.606>0.05, and p=0.829>0.05) there was no significant difference between the 
mean scores of rural and urban cancer patients with regard to social support and its 
sub-scales. 
The three age groups (young age, middle age and old age) were compared 
with regard to social support and its sub-scales. Because of (p=0.003<0.01), and 
(P=0.05<0.05) there were significant differences between at least two groups on 
Tangible support and total social support. But there was no significant difference 
between the mean scores of three groups on Appraisal support and belonging support. 
The results showed that the mean scores of old cancer patients were higher than 
middle age cancer patient on tangible support and total social support. 
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The results showed that, because of (p=0.130>0.05, p=0.156>0.05, 
p=0.231>0.05, and p=0.059>0.05) there was no significant difference between the 
mean scores of male and female cancer patients on social support and its sub-scales. 
The three income groups (low income, moderate income and sound income) 
were compared with regard to social support and its sub-scales. The results indicated 
that, because of (p=0.047<0.05) there was significant difference between the mean 
scores of at least two groups on appraisal support sub-scale. But there was no 
significant difference between the mean scores of three groups on tangible support, 
belonging support and total scores of social support. The results fiarther showed that 
the mean scores of cancer patients with sound income were higher than cancer 
patients with moderate income on social support scale. 
The three groups of cancer patients based on family strength (small family, 
medium family and large family) were compared with regard to social support and its 
sub-scales. Because of (p=0.027<0.05, p=0.550>0.05, p=0.006<0.05, and 
p=035<0.05), there was significant differences betweeh at least two groups on 
tangible, appraisal, and total social support. The results showed that, the mean scores 
of cancer patients with large family were higher than cancer patients with small 
family on tangible support, belonging support, appraisal support and total social 
support. 
The three groups of cancer patients based on period of diagnosis (newly 
diagnosed, old diagnosed and very old diagnosed) were compared with regard to 
social support scale and its sub-scales. The results showed that, because of (p=0.827, 
p=0.103, p= 0.925, and p=0.564), there was no significant difference between the 
mean scores of three groups on tangible, appraisal, belonging and total social support. 
That is, no significant difference was found between the mean scores of newly 
diagnosed, old diagnosed and very old diagnosed cancer patients on tangible, 
appraisal, belonging and total social support. 
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Cancer is one of the major health problems throughout the world. Because 
cancer is a potentially fatal disease with an unpredictable disease course, and its 
treatments are often aversive and debilitating, cancer can engender distress among 
those at risk. Distress is a response to appraisal of a threatening situation and an 
individual's ability to manage it. In the cancer context, cancer-specific distress is a 
patient's or loved one's response to cancer as a stressor. Cancer-specific distress is 
defined in the literature as an index of how upsetting or psychologically debilitating 
the disease (or risk) may be, and it is often operationalized as the amount of intrusive 
and avoidant thoughts in response to cancer- related cues (van Dooren et al.. 2005). 
Distress related to cancer may be viewed as a normative response to increased risk 
and salient experiences with the disease (Hay et al., 2004). However, typical cancer-
specific distress may be augmented by factors such as maladaptive coping, incorrect 
perceptions of future risk and vulnerability, negative body image, and feelings of fear 
and uncertainty (Brain et al., 2006). 
Cancer-specific distress has been recognized on a diagnostic level since 1994 
when cancer diagnosis was listed as a potential traumatic event in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV). Thus, under DSM-IV criteria, an 
experience with cancer can be characterized as involving actual or threatened death or 
serious injury, or a threat to the physical integrity of self or others. Additionally, the 
person's response to the experience with cancer is thought to involve intense fear, 
helplessness, or horror. Symptoms of the cancer- related stress disorder include: 
persistently re-experiencing the event, avoidance of stimuli associated with the event, 
and persistent symptoms of increased arousal lasting more than one month The 
disorder may be labelled as acute if the symptoms last less than 3 months or chronic if 
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the symptoms last more than 3 months. A delayed onset form of the disorder occurs 
on the onset of symptoms is at least 6 months after the incident. 
Whether among populations of cancer patients or among those at high-risk for 
cancer, different levels of cancer-specific distress have been linked with various 
behavioral implications. For some, cancer-specific distress may be motivation to learn 
more about one's diagnosis or risk, yet for others it may act as a deterrent regarding 
health information (Miller, 1995). Extreme cancer-specific distress can lead people to 
avoid, ignore, or otherwise stop worrying about their risk. On a physiological level, 
cancer-specific distress has been linked with decreased natural cytotoxic activity, 
decreased secretions of THl cytokines, and elevated levels of stress hormones (Cohen 
et al., 2002). Moreover, cancer-specific distress may influence the cognitive 
processing of cancer related information (Erblich et al., 2003). 
Many patients report adjustment problems as well as feelings of depression, 
anxiety, and isolation. Patients may become overly preoccupied with their health and 
may spend more time focusing on the despair in their future rather than on their 
present situation (Baum et al., 2001). 
Many patients also have to make the decision of which treatment they feel is 
right for them. Weighing the pros and cons of cancer treatment can cause major 
distress for cancer patients. Distress may hamper judgment and interfere with coping 
and problem solving skills. Poor adjustment to cancer can lead to depressed mood and 
feelings of hopelessness about self and future. 
Research has found that psychosocial interventions not only help the patients' 
to reduce the stress but may also prolong survival in patients with cancer. Studies 
show that the higher the level of mood disturbance before the first cycles of 
chemotherapy, the poorer the clinical and pathological response to chemotherapy 
(Walker, Heys, & Eremin, 1999). Psychosocial interventions may help in a number of 
ways such as enhancing treatment compliance, improving nutrition intake by patients, 
reducing high risk behaviors, altering coping strategies, improving the qualitv of life, 
providing group or other social support, and directly effecting a response to medical 
treatment. Psychosocial interventions have been found to alter host defenses, such as 
stimulating the immune system, although the mechanism of action in cancer patients 
is unclear. 
l-l-Purpose of the study 
The purpose of this research is to examine the impact of locus of control, 
personality type and social support, on stress. The demographic variables such as type 
of cancer, residence, age, gender, income, family strength, and period since diagnosis, 
are some of the determining variables that make complex outcomes of researches and 
they might have effect on stress. 
1. The study of the relationship between the dependent variable (stress), and 
independent variables (locus of control, personality type and social support), and find 
the prediction equation among cancer patients and also determination of the effect 
size of independent variables (locus of control, personality type and social support) on 
dependent variable (stress). 
2. The study of differences of dependent variable (stress), and independent 
variable (social support) with the consideration of demographic variables (type of 
cancer, residence, age, gender, income, family strength, and period since diagnosis). 
1-2-Research problem and questions 
This study investigates the stress among cancer patients as related to locus of 
control, personality type and social support. The present research is designed to search 
possible responses to these questions as given below: 
1. What is the equation of regression of stress from locus of control, personality type 
and social support? 
2. Is there significant correlation between stress and locus of control? 
3. Is there significant correlation between stress and social support? 
4. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of type of locus of control? 
5. Is there significant difference between the mean scores of cancer patients" stress 
with consideration of personality type? 
6. Is there significant difference between the mean scores of cancer patients" stress 
with consideration of type of cancer? 
7. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of residence? 
8. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of age? 
9. Is there significant difference between the mean scores of cancer patients" stress 
with consideration of gender? 
10. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of income? 
11. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of family strength? 
12. Is there significant difference between the mean scores of cancer patients' stress 
with consideration of period of diagnosis? 
13. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of type of locus of control? 
14. Is there significant difference between the mean scores of cancer patients" social 
support with consideration of personality type? 
15. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of type of cancer? 
16. Is there significant difference between mean the scores of cancer patients' social 
support with consideration of residence? 
17. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of age level? 
18. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of gender? 
19. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of income level? 
20. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of family strength? 
21. Is there significant difference between the mean scores of cancer patients' social 
support with consideration of period of diagnosis? 
1-3- Significance of the study 
In the extensive literature on stress in cancer patients, little has been written 
about the relationship between stress, locus of control, personality type and social 
support. 
The importance of this study lies in its potential to add a key component to 
the past «sea«.h on stress in the clinical psychology and in particular psycho 
oncology. Insights gained from the proposed study will guide future research and 
intervention strategies. 
The study will provide a useful heuristic for understanding health beliefs and 
for making predictions about the impact of health beliefs in cancer patients and the 
outcome of behavioral interventions designed to reduce the stress. 
To fmd the effectiveness of personality type so as to enhance psychological 
intervention on change, enhancing perceived emotional support, and, ultimatei>, 
assisting in the adaptive coping and psychological well-being of cancer patients. 
The study will provide an efficacy of social support and the importance of an 
active engagement associated with more relationship satisfaction so that Interventions 
would be provided to certain that family members are taught appropriate behaviours 
to help cancer patient adjust and maintain his or her well being. 
1-4- INTRODUCTION 
Cancer is often viewed as an acute and usually fatal disease. The word cancer 
comes from the Greek word for Crab, Karakinos .we are familiar with cancer as a 
tumor-an invasive and malignant growth. The ancient Greek physician who first 
described cancer noticed that some malignant tumor resemble a Crab-a hard mass 
with claw like extensions. In modern times, cancer has retained its reputation as an 
alien invader and is perhaps the most feared of all non-infectious diseases. Cancer is 
not the most common cause of death, but it is correctly seen as a progressive, often 
fatal, condition that cannot always be successfiilly treated. 
All tumors are not cancerous. Benign (non cancerous) tumor tend to remain 
localized and usually do not pose a serious threat to health. In contrast, malignant 
(cancerous) tumor consists of renegade cells that do not respond to the body's genetic 
controls on growth and division of cells. 
As people grow-up, normal cells divide rapidly until adulthood. After that, 
normal cells of most tissues divide only to replace dying cells or to repair injuries in a 
controlled manner. Cancer cells continue to grow and divide in an uncontrolled 
manner and can spread to other parts of the body. Cancer cells can accumulate to form 
tumors that may compress, invade, and destroy normal tissue. If cells break away 
from a tumor and get into the bloodstream or lymph system, they can be deposited in 
other areas of the body and form new tumors. The spread of a tumor to a new site is 
called metastasis. When the cancer spreads, it is still named after the part of the body 
where it started. Different cancer types vary in their rate of growth, pattern of 
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spreading through the body, and response to different treatments (21 Century 
Oncology, 2001). 
Cancer strikes people of all ages but especially middle-aged people and 
elderly. It occurs about equally among people of both sexes and can affect any part of 
the body. The parts most often affected are the skin, the digestive organs, the lungs 
and the female breasts. Without proper treatment, most kinds of cancer are fatal .In 
the past the methods of treatment gave patients little hope for recovery , but presently 
the methods of diagnosing and treating the disease have improved greatly. 
Since the 1950's about one-third of all persons treated for cancer recovers 
completely, or live much longer than they would have lived without treatment. Much 
research is to be done to find methods of prevention and curing the disease. To help 
further research in this area, many countries have anticancer, programs. 
1-4-1-Types of cancer 
There are more than 100 identifiable forms of cancer. Although lung cancer is 
the most deadly form (accounting for about 30 percent of total cancer deaths 
annually), cancer can attack virtually any part of body with devasting results. 
The four most commonly occurring types of cancer are: 
Carcinoma: this is cancer of the epithelial tissues that forms the skin and the linings 
of the internal organs. Carcinomas accounts for approximately 85 percent of all adult 
cancers. They include cancer of breast, prostate, colon, lungs, pancreas, and skin. 
Sarcomas: this is cancer of connective tissue, malignancies of cells in muscles, 
bones, cartilage and fluid. Much rare than carcinoma, sarcinomas account for only 
about percent of all cancers in adults. 
Lymphomas: this is one of the types of cancers that form in the lymphatic system. 
Included in this group is Hodgkin's disease. This is a rare form of lymphoma that 
spreads from a single lymph node and non Hodgkin's lymphoma, in which malignant 
cells are found at several sites. Approximately 60,000 new cases of lymphoma are 
diagnosed each year of which 90 percent are non Hodgkin's lymphoma. 
Leukemia: This type of cancer attacks the blood and blood-forming tissues, such as 
bone marrow. Leukemia leads to a proliferation of white blood cells in the blood 
stream and bone marrow, which impair the immune "system. Although often 
considered a childhood disease, leukemia strikes for more adults (as estimated 25,000 
cases per year) than children (about 3000 cases per year). 
There are many types of common cancer. 
Lung Cancer 
Carcinomas arising in the lung have recently become the most common type 
of cancer to occur and, by far, account for the leading cause of cancer related deaths. 
In addition, the incidence of lung cancer has been increasing and continues to increase 
relentlessly every decade. 
Carcinomas of the lung most frequently occur in the 50 to 60 years old age 
group and are associated with many kinds of irritants ranging from asbestos to 
tobacco smoke. One of the most common symptoms of lung cancer is a persistent 
cough. Other symptoms include chest pain, shortness of breath and blood coughed up 
from the lung (hemoplysis). 
Breast cancer 
Breast cancer is the next most common malignancy and the most common 
cause of cancer -related deaths in females. The disease has a wide variety of 
presentations, as well as behaviors. In some patients it proves to be rapidly fatal, 
while other patients manage to live in symbiosis with their disease for many years. In 
addition, the disease frequently proves to be hormonally sensitive and the clinical 
course and management in preverses post menopausal patients may differ 
significantly. 
Carcinoma of the breast usually is found as a painless mass within the breast. 
at times becoming attached to overlying skin causing dimpling or retraction of the 
nipple, one uncommon clinical variant occurs in the so called inflammatory breast 
carcinoma which may result from a particularly aggressive tumor, in such cases, the 
lesion rapidly obstruct draining coetaneous lymphatics causing a red, hot, swollen, 
lender breast which may appear inflammatory in nature. Breast cancer typically 
occurs in the pre-menopausal period and appears to be related to an unopposed, 
prolonged estrogenic stimulus. For example, women who never were pregnant and 
therefore never had their menstrual cycle interrupted, have an increased incidence of 
breast cancer. Conversely, women who were pregnant before age 20 or nursed their 
babies for prolonged periods or who had an oophorectomy at a young age appear to 
have a smaller risk of this disease. 
Biopsy frequently discloses plugging dermal lymphatic by tumor. Patients 
having inflammatory breast carcinoma have an extremely poor prognosis and 
frequently die of metastatic disease within a short period. 
Breast cancer is most likely to strike women between the ages of 35 and 55 to 
about the age of 65.in rare instances, men also develop breast cancer. Nearly 70 
percent of all female breast cancer patients recover and remain free of the disease 5 
years or longer after treatment. 
Colorectal cancer 
Colorectal cancer is cancer of the large intestine (colon). In the western world 
this is one of the most common type of cancers, its incidence rises with age, 
beginning around 40 and reaching a peak between 60 and 75 men and women are 
affected about equally. 
Symptoms of colorectal cancer vary, depending on the site of the growth in 
the colon or rectum. Generally there is a change in bowel habits such as constipation, 
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diarrhoea, or episodes of both, and occasionally nausea or anemia, stool may become 
either flattened or pencil shaped, and they my contain blood, visible or not. Because 
colorectal cancer is slow growing, physical symptoms may not appear for quite 
sometime. The best prospect for an early diagnosis lies in regular physical 
examinations that include stool testing for blood and proctoscopic examination 
Prostate Gland Cancer 
Gland cancer involves the large gland surrounding the male urethra just below 
the bladder, affecting about 96,000 men annually. The disease progresses very slowly. 
Only when the disease is well-advanced the symptoms occur. One of the main 
symptom is difficulty in urination, resulting from an enlarged prostate, normally about 
the size of chestnut, which then obstructs the flow of urine. There may be a need to 
urinate frequently, particularly at night. Urination may be accompanied by a painful 
or burning sensation. Blood may appear in the urine, and urination may be difficult to 
start and stop. 
These symptoms occur more frequently with a benign enlargement of the 
prostate, called benign prostate hypertrophy. 
Bladder cancer 
Bladder cancer is the most common malignancy of the urinary tract. About 70 
percent of those who get bladder cancer are men, many of whom are between the ages 
of 50 and 70. An early symptom may be a small amount of blood in the urine 
(microhematuria). This is more often associated with conditions of the kidneys. A 
more common sign of bladder cancer is gross hematuria, where the urine becomes 
red. If the malignancy has developed in the bladder wall itself, it spreads rapidly to 
underlying muscles and is very difficult to treat. If the cancer has not spread before 
treatment is initiated, the recovery rate is about 70 percent. Recurrence of bladder 
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cancer is relatively common. 
Papillary cancer of the bladder is a very common form of the disease. It does 
not grow into the bladder wall itself rather; it is attached to it by a kind of stem. It is 
easily removed by a surgical procedure. 
Skin cancer 
A common cause of skin cancer is excessive exposure to sun, the most 
frequent victims being people with fair skin. Many of them live in the southern and 
south-western states, where the sun is strong and the skin is frequently exposed to it. 
Skin sensitivity to the sun may also be increased by antibiotics, certain drugs, and 
birth control pills. Symptoms of skin cancer may include any chance in the 
appearance of the skin, such as a wound that does not heal, or any sudden change in a 
birth mark, mole or wart. Any mole that bleeds, enlarges, itches, shows up after age 
30, or becomes tender should be examined by a doctor immediately. Special 
precautions with moles are extremely important because they are often starting point 
for malignant melanoma, a deadly form of skin cancer that can spread to other parts of 
the body. 
Leukemia 
Sometimes called blood cancer. It is a disease of the bone marrow, where 
blood cells are produced. It is characterized by an increase in abnormal immature 
leukocytes (white blood cells).which then interferes with the production and function 
of normal white cells, needed by the body fight infection. 
Leukemia is the most prevalent type of cancer in children, though the 
incidence of the disease in adult is far higher, roughly 8 to 10 males or twice are likely 
to get the disease. Symptoms include fatigue, blood in the stool, bleeding gums, 
frequent infections and bruises, enlarged spleen and lymph nodes, pain in the bones or 
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joints and weight loss. 
Leukemia may be diagnosed by examining blood smears under a microscope, 
but tlie confirmation requires an examination of the bone marrow. The marrow 
sample obtained by inserting a needle into the hip bone or sternum of the patient. 
while using a local anesthetic. 
1-4-2-Symptoins of cancer 
Cancer has no symptoms in the earliest stages it may appear before the cancer 
begins to spread .the American cancer society lists seven warnings, anyone of which 
may indicate that disease is developing: 
1. Any changes in bowel or bladder habits. These might indicate cancer of colon, 
bladder or prostate. 
2. A sore does not heal. This could be a warning that mouth and skin cancer is 
developing. 
3. Blood in the urine may be a symptom of bladder or kidney cancer. Blood or 
mucus in the stool may indicate bowel cancer, unusual vaginal discharge or 
bleeding might be a sign of cancer of the female reproductive organs. 
4. A thickening or a lump in the breast or elsewhere in the body. 
5. Persistent indigestion or difficulty in swallowing. These may be sign of 
stomach cancer or cancer of esophagus or throat. 
6. Obvious change in wart or a mole, any sudden chahge in their size, shape or 
color could signal skin cancer. 
7. Persistent cough or chronic croakiness. A persistent cough may be a sign of 
lung cancer, especially if accompanied by spitting of blood and loss of weight. 
Anyone experiencing these symptoms for two or more weeks should promptly 
consult a physician. Any of these symptoms should be considered a possible 
warning sign of cancer, but not definite indications of cancer. Authorities 
agree that early detection of cancer is the most important ingredient in 
successful treatment. Certain type of cancer can be detected in the early stages 
of development through self examination. Breast cancer and testicular 
cancer is common example. 
1-4-3-Causes 
There is no specific cause of cancer. Most experts agree that people develop 
cancer mainly through repeated contact with one or more cancer causing agents, 
known as carcinogens. Scientists suspect that some people may agree to a tendency 
towards some forms of cancer, such as breast and colon cancer. 
Carcinogens increase the probability of cancer because they damage body 
cells, eventually causing at least one cell to become cancerous. The most common 
chemical carcinogen is the tar found in tobacco smoke. Industrial chemicals, such as 
arsenic, asbestos, and some oil and coal products, can increase the risk of cancer. 
Chemical carcinogens polluting air and drinking water can raise the risk of cancer for 
entire communities. In microscopic concentrations they are also used in some food 
and agricultural processes. 
Some natural substances, such as the molds that grow on corn and peanut 
crops, are also suspected carcinogens. Diets that are high in fat may play a role in 
colon cancer. 
Over exposure to the ultraviolet rays in the sunlight can cause skin cancer, 
particularly in people with fair, sensitive skin. Large doses of X-rays are also a cancer 
hazard, as are radioactive substances. 
Moreover, some psychological factors play a vital role in the development of 
cancer and predicting behaviors such as smoking and diet, which are implicated in its 
initiation. The association between melancholia and cancer was first suggested by 
Galen in A.D. 200-300.Gedman (1701) also suggested that cancer might be related to 
life disasters. Following are some common psychological factors. 
Behavioral factors. Behavioral factors have been shown to play a role in the 
initiation and promotion of cancer. Smith and Jacobson (1989) reported that 30 
percent of cancers are related to tobacco use and 35 percent to alcohol. Theses 
behaviors can be predicted by examining individuals' health beliefs. 
Stress. It has also been shown that stress has a role to play in cancer. LaudensJage et 
al. (1983) reported a study which involved exposing cancer-prone mice to stress 
(shaking the cage). They found that if this stressor could be controlled, there was a 
decrease in the rate of tumor development. If the stressor was perceived as 
controllable, this resulted in an increase in tumor development. This suggests a role 
for stress in the initiation of cancer. Sklar and Anisman (1981) suggested that an 
increase in stress increased the promotion of cancer, not its initiation. 
Life events. It has been also suggested that life events play a role in cancer. A study 
by Jacobs and Charles (1980) examined the differences in life events between families 
who had a member who was a cancer victim and families who did not. They reported 
that among families with a cancer victim, more had seen their health status deteriorate 
and more had got divorced, suggesting that life event may well contribute to the onset 
of cancer. 
Type C personality. Type C individuals are described as passive, appeasing, 
helpless, other focused and unexpressive of emotions. Eysenck (1990) described it a 
cancer prone personality, and suggests that this characteristic of individuals who react 
to stress with helplessness and hopelessness, and individuals who repress emotional 
reactions to life events. An early study by Kissen (1966) supported this relationship 
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between personality and cancer .it is reported that heavy smoicers who develop lung 
cancer have a poorly developed outlet for their emotions, perhaps suggesting type C 
personality. (Shaffer et al., 1987), carried out a prospective study to examine the 
predictive capacity of personality and its relationship to describe cancer in medical 
students over 30 years. At follow-up, they describe the type of individual who was 
more likely to develop cancer as having impaired self-awareness, being self 
sacrificing, self blaming and not being emotionally expressive. The result from this 
study suggests that those individuals who had this type of personality were sixteen 
times more likely to develop cancer than those individuals who did not. 
Some studies have suggested the role of cancer prone personality type (type-
personality), and its link with the onset or progression of cancer (Bleiker, 1995; 
Eysenck, 1994; Greer & Morris, 1975). 
1-4-4-Prevaleiice of Cancer in India 
Cancer rate in India is lower than those seen in western countries but are rising 
with increasing migration of rural population to the cities, increase in life expectancy 
and change in life style. According to National Cancer Registry Programme of Indian 
Council of Medical Research (1997), Cancer rate in India in 1997 as follow: 
* » * * * 
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Rank 
1 
2 
3 
4 
5 
Table.1.1 Leading Cancers in Population Based Cancer Registries under 
National Cancer Registry Programme of ICMR (1997), Men 
Bangalore 
Stomach 
(5) 
Esophagus 
(4) 
Lungs 
(3.7) 
Hypopharynx 
(3.1) 
Prostate 
(2.1) 
Figures in 
Bhopal 
Lungs 
(7.2) 
Mouth 
(Unspecified) 
(4) 
Tongue 
(4.6) 
Esophagus 
(4.5) 
Hypopharynx 
(3.3) 
parent thesis are t 
Chennai 
Stomach 
(9.6) 
Lungs 
(8.3) 
Esophagus 
(6.7) 
Tongue 
(4.3) 
Prostate 
(4) 
le crude inci( 
Delhi 
Lungs 
(7.4) 
Larynx 
(5.3) 
Prostate 
(3.6) 
Brain 
(3.4) 
Tongue 
(3.2) 
ence rates p( 
Mumbai 
Lungs 
(6.4) 
Esophagus 
(4.3) 
Larynx 
(3.7) 
Tongue 
(3.7) 
Prostate 
(3.5) 
:r 100,000 
Barshi 
(Rural) 
Hypopharynx 
(3.9) 
Esophagus 
(3.5) 
Liver 
(3.1) 
Myeloid 
Leukemia 
Penis 
(1.9) 
Rank 
1 
2 
3 
4 
5 
Table. L2Leading Cancers in Population Based Cancer Registries under 
National Cancer Registry Programme of ICMR (1997), Women 
Bangalore 
Breast 
(14) 
Cervix 
(13.8) 
Esophagus 
(3.8) 
Stomach 
(3.1) 
Ovary 
(2.9) 
Bhopal 
Cervix 
(12.7) 
Breast 
(12.3) 
Ovary 
(3.5) 
Esophagus 
(2.5) 
Mouth 
(unspecified) 
(2.5) 
Chennai 
Cervix 
(23.6) 
Breast 
(21.4) 
Stomach 
(4) 
Ovary 
(4.4) 
Esophagus 
(4.2) 
Delhi 
Breast 
(19.8) 
Cervix 
(15.8) 
Ovary 
(6.5) 
Gall Bladder 
(5.6) 
Lymphoma 
(2.3) 
Mumbai 
Breast 
(20.6) 
Cervix 
(12.1) 
Ovary 
(6) 
Esophagus 
(3.9) 
Lungs 
(3) 
Barshi 
(Rural) 
Cervix 
(18.7) 
Breast 
(7.5) 
Esophagus 
(2.1) 
Ovary 
(2.1) 
Gum 
(1.5) 
Figure in parenthesis are the crude incidence rates per 100,000 
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1-4-5- Common Medical Treatments 
Surgery and radiation therapy are very effective at controlling cancers that 
have not spread beyond their site of origin. Radiation therapy is ''the treatment of 
cancer and other diseases with ionizing radiation" (National Cancer Institute, 1992). 
The target tissue receives deposits of energy that injure or destroy cells by damaging 
their genetic material. Both cancer cells and normal cells are destroyed. The normal 
cells are able to repair themselves and function properly again, while the ionizing 
radiation makes it impossible for the cancer cells to continue to grow. Radiation 
therapy is often used to treat solid localized tumors and cancers of the blood-forming 
cells and lymphatic system. 
Systemic therapy, which travels throughout the body via the bloodstream, is 
used to treat cancer that has spread to other parts of the body. There are two main 
kinds of systemic therapy: chemotherapy and hormone therapy. Chemotherapy 
involves the use of toxic drugs to kill cancer cells. These drugs are designed to kill or 
disable rapidly dividing cells. Hormone therapy, however, is used to block hormones 
that increase the replication of certain cancer cells (National Foundation for Cancer 
Research). 
Cancer may develop when the immune system is not functioning properly or 
at all. Immunotherapy uses the immune system to help lessen the side effects of some 
cancer treatments. Immunotherapy also uses the immune system to fight cancer either 
directly or indirectly by repairing, stimulating, or enhancing the immune system 
response (National Cancer Institute, 2001). 
According to the National Foundation for Cancer Research (2001), the 
following treatment options for select cancers are among the choices that many cancer 
patients will need to face. They are: 
Prostate cancer - surgery, radiation therapy, hormone therapy, cryosurgery. 
immunotherapy, chemotherapy (for metastatic disease), and clinical trials. 
Breast cancer - surgery, radiation therapy, chemotherapy, hormone therapy, breast 
reconstruction, bone marrow transplant or stem cell rescue, and clinical trials. 
Lung cancer - surgery, radiation therapy, chemotherapy, and clinical trials. 
Colo-rectal cancer - surgery, radiation therapy, chemotherapy, and clinical trials. 
Non-Hodgkin's Lymphoma - radiation therapy, chemotherapy, bone marrow 
transplantation, and clinical trials. 
Bladder - surgery, radiation therapy, chemotherapy, immunotherapy, and clinical 
trials. 
Melanoma - surgery, chemotherapy, radiation therapy, immunotherapy, and clinical 
trials. 
Leukemias - chemotherapy, blood transftisions, bone marrow transplantation, and 
clinical trials. 
1-4-6- Psychological Impacts of Cancer 
Cancer has historically been viewed as an acute and usually fatal disease. As 
of 1998, it was estimated that approximately half of all newly diagnosed cancer 
patients would live for five years or longer. Mullan used the term 'seasons of 
survival' to describe a three stage progression of events which can be related to 
cancer. 'Acute survival' begins at diagnosis and is dominated by the medical 
treatment process. 'Extended survival' refers to the transitional stage during which 
cancer patients reengage into everyday lives. 'Permanent survival' is considered to be 
disease free (Marcus et al., 1998). 
A rationale for expecting psychological effects after cancer treatment has been 
based on the vulnerability of the cancer patient to three types of stressors (Marcus et 
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al., 1998). 
1. Anticipatory stress is defined as the "anticipated threat of death arising from 
personal confrontation with mortality". This includes anxiety, depression, damaged 
body image, and fears of recurrence of cancer. 
2. Residual stress has been considered as a form of stress syndrome, a grief reaction, 
or a traumatic disorder. 
3. Current stress is conceptualized as the stress cancer patients confront when 
reengaging in their premorbid lifestyle. 
These stresses together interact to create chronic vulnerability. 
Behavioral research and practice are becoming a necessary part of the 
treatment and care of patients with cancer. Cancer patients struggle with quality of life 
issues. Behavioral involvement has become more common to help cancer patients to 
deal with their well-being, their mental health, and other psychosocial factors that 
affect the disease course as well as the response of the patient to medical treatment 
and their overall survival (Baum, Thompson, Stollings, Garofalo, & Redinbaugh, 
2001). 
Many sources of psychological stress and strain are related to the diagnosis of 
cancer, the treatment of cancer, and the survival of cancer. Distress in patients begins 
with the discovery and diagnosis of cancer and continues throughout treatment and 
post-treatment transitions. Psychological complications that are not detected, treated, 
or prevented can cause complications as well as compromised treatment outcomes. 
The treatment of psychological issues in cancer patients is complex. Treatment 
varies according to stage of illness, patient characteristics, and the phase of discovery 
or treatment of cancer. 
Early interventions seek to prevent major psychological distress when cancer 
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is discovered and diagnosed. The diagnosis of cancer presents the patient with 
demands that exceed ordinary daily activities of living. Patients may experience 
feelings of fear, stress, and uncertainty due to the severe life threat associated with the 
diagnosis of cancer. 
Many patients report adjustment problems as well as feelings of depression, 
anxiety, and isolation. Feelings of guilt may be present if a patient feels that a past 
behavior has lead to the current diagnosis of cancer. Adjustment problems may be 
present for years and may develop into debilitating psychological disorders. Patients 
may become overly preoccupied with their health and may spend more time focusing 
on the despair in their future rather than on their present situation (Baum et al., 2001). 
Differing severity or disease progression leads to different worry and coping 
responses among patients. Some cancer patients are forced to deal with disfiguring 
effects of surgery, such as breast cancer patients having a mastectomy. 
Many patients also have to make the decision of which treatment they fee! is 
right for them. Weighing the pros and cons of cancer treatment can cause major 
distress for cancer patients. Cancer patients commonly exhibit anxiety and depressive 
symptoms (Chaturvedi & Maguire, 1998). 
Distress may hamper judgment and interfere with coping and problem solving 
skills. Early detection and treatment is generally the best indicator of cancer survival. 
The needs of cancer patients change throughout the cancer experience. Emotional 
support, psycho educational material, coping strategies, and.relaxation training appear 
to be valuable throughout the entire disease process. 
Cancer patients with advanced disease report more issues with depression and 
anxiety and the need to work through existential issues. Cancer patients with later 
stages of disease report more issues with death and dying (Baum et al., 2001). 
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Advanced stage cancer patients also experience more side effects such as fatigue. 
sleep disturbance, as well as neuropathic pain. 
Many cancers are characterized with concerns about post-treatment sexuaiits. 
Self-esteem and body image are a major concern for women diagnosed with breast 
cancer. Some cancer treatments may induce premature menopause which eliminates 
reproductive options and creates new problems for patients and their families. Poor 
adjustment to cancer can lead to depressed mood and feelings of hopelessness about 
self and future. 
Psychological and social morbidity among cancer patients is high. Anxiety, 
demoralization, suffering, isolation, anger, and depression are especially common in 
patients with advanced stages of cancer. 
1-4-7- Psychosocial Intervention 
Cancer patients face many struggles relating to the diagnosis and treatment of 
their disease. With so many people and their families dealing with cancer, it is 
important that effective ways of dealing with issues related to cancer be examined. 
This includes psychological support, as well as medical treatment. In 1870, renowned 
surgeon James Paget wrote about frequent cases in which deep anxiety, deferred hope, 
and disappointment were soon followed by such a growth and increase in cancer so 
that it would be quite realistic to say that mental depression is a weighty addition to 
the other influences favouring the development of cancer (Walker, Heys, & Eremin, 
1999). The idea that psychosocial factors may be implicated in the development and 
progression of cancer is not a new one. Galenus, for example, over 2000 years ago, 
wrote that 'melancholic' women were prone to cancer( Mettler & Mettler,1997). 
Research has found that psychosocial interventions not only help the patient to 
reduce the stress but may also prolong survival in patients with cancer. Studies show 
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that the higher the level of mood disturbance before the first cycle of chemotherapy, 
the poorer the clinical and pathological response to chemotherapy (Walker, Heys, & 
Eremin, 1999). 
Identification of people at risk may lead to and encourage healthier lifestyle 
behaviors that may reduce the likelihood of cancer onset or provide better vigilance 
and earlier detection among people at risk. 
Psychosocial interventions may help in a number of ways such as enhancing 
treatment compViance, improving nutrition intake by patients, reducing high risk 
behaviors, altering coping strategies, improving the quality of life, providing group or 
other social support, and directly effecting a response to medical treatment. 
Psychosocial interventions have been found to alter host defenses, such as stimulating 
the immune system, although the mechanism of action in cancer patients is unclear. 
Psychosocial interventions are designed to assist patients in coping more 
effectively with the onset of the psychosocial distress symptoms related to the 
diagnosis of cancer. Also, interventions are designed to reduce some of the 
detrimental effects that stress may have on health behaviors as well and future mood 
disturbances and other psychological symptoms. Some examples include: sexual 
dysfunction, unemployment, job discrimination, gender identity, and changes in body 
image. All psychosocial interventions are not the same. 
1-5- STRESS 
During the 17th century 'stress' was synonymous with notions such as 
"hardship, straits, adversity or affliction". This concept was strongly influenced 
throughout the 18th and l9th centuries towards the physical and came to mean a sense 
of "force, pressure, strain or strong effort" (Pollock 1988). This notion of 'stress' was 
adopted and refined in engineering and physics during the late 19th and early 20th 
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centuries (Pollock 1988).In the 1920's Cannon carried out research into the 
physiological responses to emotional arousal. Walter B. Cannon first described the 
"flight or fight response" which he theorized was an evolutionary survival 
mechanism, present in every living organism including human beings. The result of 
the "fight or flight" response is a series of physiological changes that help an 
individual defend against any perceived real threat (Davis et al, 2002). This response 
serves the individual well during an actual threat, for example, avoiding an oncoming 
car in traffic. 
Regardless of there being substantial literature on stress, there are still many 
issues regarding its conceptualiazation that remain unclear (Smith, 2003). Researchers 
have not come to a unified definition of the term. Kugelmann (1992) and Newton 
(1995) stated that the concept of stress traces back to ancient Greek texts, which refer 
to stress as a vague notion of ill health. Selye (1976, 1956) was the first theorist to 
become interested in linking stress with physical disease and ill health in human 
beings. Selye divided stress into bad stress and good stress. Good stress was referred 
to as eustress, and distress referred to bad stress (Selye, 1976). Selye's work has 
encouraged a large number of other researchers to examine the concept of stress, 
thereby contributing to an increase in stress research in the second half of the 
twentieth century (Goldberger & Breznitz, 1982). 
Selye (1976) defined stress as a response or state of tension produced by the 
stressor(s) or by the actual/perceived demand(s) that remain unmanaged. 
Hinkle (1974) described stress as a stimulus not a response as had been 
described by Selye. 
Hetherington (1984) added the two together (stimulus and response), and 
defined stress as a broad interactive network of factors that includes stimulus, 
24 
response, characteristics if the individual, interpretation and appraisal of the event. 
and activation of the individual to modify or adapt to the situation. 
In the past few decades there have been tens of thousands of articles published 
on stress and health (Aneshensel 1992; Thoits 1995). A plethora of disciplines 
including psychology, psychiatry, nursing, medicine, sociology, ergonomics, 
anthropology, pharmacology, physiology, and neurobiology have been involved in the 
study of 'stress' (Mulhall 1996). Although the definitions of stress are varied, most 
researchers agree that stress can be broadly defined as an individual's response when 
the physical or psychosocial demands of a situation exceed the individual's ability to 
adapt (Weinberg & Richardson, 1981). 
Thus, stress may be used to define an external event (or stimulus), a response, 
or appraisal of a situation (Cohen, Kessler, & Gordon, 1997). However, disparate uses 
of the one term can lead to confiision about its meaning and measurement, and may 
hinder comparisons of empirical research employing the concept. 
1-5-1-Sources of stress 
Stress comes from four basic sources: the environment, social stressors, 
physiological conditions or changes, and thoughts (Davis, Eshelman, & McKay, 
2002). It is reasonable to suggest that virtually every person succumbs to stress; 
because of the wide ranging domain of these basic sources. Stress can have a wide 
ranging impact on any individual in a diversity of situations. 
Stimulus or Environmental Stress Perspectives 
Stimulus definitions of stress focus on external stimuli or events. An external 
stimulus is defined as stress when it is thought to cause some kind of effect or reaction 
on the organism. In the psychological literature, such stimuli have come to be referred 
to as stressors. Although some researchers still adopt the term stress to define the 
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same concept. Different types of stressors that vary in duration and intensity have 
been distinguished in the literature. 
Chronic stressors are stimuli or events that the organism is continually exposed to on 
an unchanging basis (Burchfield, 1979; Day & Livingstone, 2001; Hahn & Smith, 
1999). While chronic stressors are constant by nature, they may vary in intensit>, 
from relatively high (e.g., fear of unemployment, chronic pain) to relatively low 
(e.g.,constant minor arguments with coworkers or spouse, Hahn & Smith, 1999; work 
environments with poor ventilation/lighting, Aldwin, 1994; Rice, 1998). 
Daily hassles. This is a second group of stressors. These are irritating or annoying 
demands or events that can occur every day in transactions with the environment. 
They are distinguished from chronic stressors by being low in both intensity and 
frequency. However, while specific hassles occur infrequently in any given day, 
multiple different hassles can occur frequently (Hahn & Smith, 1999). For example, 
on a given day, a person may miss their bus and be late for work, try to print out an 
important document only to discover that the printer is malfunctioning, and go home 
and find the washing is still on the line and it just started to rain. Thus, each of these 
events are considered a daily hassle if each of them occurs Infrequently. 
Acute stressors are the final major group of stressors. They are intense stimuli/events 
of a short duration, with a specific time of onset, and have a low likelihood of 
recurrence (Burchfield, 1979; Day & Livingstone, 2001). Examples may include 
laboratory stress tasks or academic exams (Kiecolt-Glaser, McGuire, Robles, & 
Glaser, 2002). They may be also similar to traumatic life events such as motor vehicle 
accidents (Hickling, Bianchard, Mundy, & Veazey, 1999) or environmental disasters 
(Baum, 1990). 
Results from Hahn and Smith.s (1999) study on the conceptualization of 
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various stressors suggested that individuals experience events differently, and so an 
event that is classified as a chronic stressor to one person may be a daily hassle to 
another. Thus, this emphasizes the importance of individual appraisal of events (a 
factor not sufficiently accounted for by the stimulus stress perspective), and the 
inadequacy of objectively labeling events as chronic or as a daily hassle Based on the 
assumption of the intensity or frequency of the event, without taking into account the 
individual's subjective view. 
1-5-2- Stress Response or Biological Perspectives 
Response perspectives of stress define stress as the physiological responses of 
organisms to particular stimuli or situations. The two primary indicative stress 
response systems are the sympathetic adrenal medullary system (SAM) and the 
hypothalamic-pituitary-adrenocortical axis (HPA). Interest in the SAM response can 
be traced back to Walter Cannon.s work on the fight-or-flight Response (Cannon, 
1932). Activation of the SAM response is thought to elicit stress responses that 
include increased secretion of the hormone epinephrine, increased blood pressure, 
heart rate, sweating, and constriction of peripheral blood vessels (Cohen et al., 1997), 
all of which function to increase physiological resources (e.g., rapid supply of 
oxygen) to optimise the organism's chances of survival in the event of an attack. The 
role of the HPA axis was emphasised in Hans Selye.s work on a generalised 
physiological response to excessive stimulation (Selye, 1978). Thus, when an 
organism is stressed, the anterior pituitary gland secretes adrenocorticotrophic 
hormone (ACTH), which activates the adrenal cortex to secrete additional hormones 
such as corticosteroids; one of which is Cortisol, a hormone primarily involved in 
glucose regulation (Buchanan, Absi, & Lovallo, 1999) and inhibition of the immune 
response (Tsigos & Chrousos, 2002). The organism then either adapts to the stressor 
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(with an alleviation of stress .symptoms.), or (in cases where the stressor is 
sufficiently severe or chronic) the organism becomes exhausted, hormones are no 
longer secreted, and the organism fails to adapt to the stressor. Sustained stress 
responses are thought to contribute to attenuation of organ function, and increased 
health risk. Selye considered the stress response to be non-specific in that it was 
induced by almost any noxious stimulus, but specific in the sense that particular 
organs were affected in particular ways (Baum, Davidson, Singer, & Street, 1987). 
However, Selye.s claim was criticised mainly because it was subsequently shown that 
the responses were not as universal as first proposed (Mason, 1971). A range of 
different stimuli have been shown to induce variations in the stress response (Maier, 
Watkins, & Fleshner, 1994), and some noxious stimuli did not produce the reactions 
observed by Selye in some organisms (Mason, 1971). 
i-5-i-Integrative or Transactionai Stress Perspectives 
The integrative or transactional perspective has dominated modem stress 
research and emphasises the interaction between the individual and their environment 
as a key aspect of stress. The most influential model within this paradigm is Lazarus 
and Folkman.s model, which proposes that when potential stressors (i.e., 
environmental demands) arise, three types of appraisal occur (Folkman & Lazarus, 
1985; Lazarus, 1991; Lazarus & Folkman, 1984). 
Primary appraisal involves interpreting the potential stressor as stressful 
(threatening, harmful or challenging), irrelevant, or benign-positive. Primary appraisal 
is dependent on two antecedent conditions: the perceived characteristics of the 
potential stressor (e.g., intensity, duration, controllability, imminence of harmful 
confrontation), and characteristics of the individual (e.g., personality dispositions, 
beliefs, values). 
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Secondary appraisal involves evaluating whether one's coping resources (cognitive 
and behavioural strategies used to tolerate, minimise or overcome difficulties) are 
adequate to deal with the potential stressor, when the situation is appraised as 
stressful. Lazarus (1991) denotes reappraisal as the third' form of stress appraisal, 
which refers to appraisals that modify previous appraisals based on feedback from the 
environment. Thus, an event that is initially appraised as threatening may be later 
reappraised as benign, and coping strategies that were initially perceived to be lacking 
may later be found to be adequate. Conversely, events that were initially evaluated as 
non-threatening may be later reevaluated as stressful. 
Like the previous two stress perspectives, this model also suffers from 
theoretical limitations. Specifically, the transactional perspective fails to provide an 
inadequate explanation of the particular systems or outcome factors that are affected 
in any instance of high stress appraisal (e.g., the specific physiological systems 
activated). Further, this perspective fails to take into account the relationships among 
these outcome factors, and the environmental contingencies. 
1-5-4-The Effects of Stress on Health 
A Heuristic Model of the Stress-Disease Process 
Despite the disparities in the stress perspectives above, these approaches could 
be conceivably integrated into an interrelated model of stress and disease. Cohen et al. 
(1997) recently presented such a model; the heuristic model of the stress process. This 
model incorporates the stimulus, response, and transactional stress perspectives for a 
representative view of the course by which objective environmental experiences can 
influence the disease. This model suggests that in the presence of environmental 
demands or .potential stressors, people appraise whether the stressor poses a threat to 
them, and whether they could effectively cope with the demand. If they appraise the 
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demand as threatening, they experience .perceived stress, and if not, they experience 
.benign appraisal. Perceived stress is then thought to trigger negative emotional 
responses, behavioural coping responses and physiological responses that put a person 
under the risk of physical (infectious or chronic disease) or psychiatric disease. 
Empirical evidence appears to strongly support the role of perceived stress in the 
progression of illness, which is consistent with Cohen et al.(1997) heuristic model of 
stress. Further, there are a number of pathways by which perceived stress appears to 
affect health. Specifically, there is evidence to suggest that perceived stress has direct 
effects on physiological systems (e.g., in terms of both cardiovascular and 
immunological responses). In addition, perceived stress has been shown to affect 
health by triggering certain mood, coping and health behaviours that have been found 
to convey health risks (Baum & Posluszny, 1999). 
Finally, stress intervention research has taken two main approaches. The first 
approach is the ecological stress perspective which focuses on changing the 
environment to better accommodate and reduce stress in individuals across three 
relevant dimensions: (i) control (ii) uncertainty and (iii) social support. 
The second approach is the Stress Adaptation Perspective which encourages 
the individual to adapt to the environment to reduce stress and focuses on three 
factors: (i) generalized expectancies of control (ii) Tolerance for ambiguity and (iii) 
Self-reliance (Quick et al. 2001). 
Stress research has been undertaken from three main disciplinary 
perspectives -biomedical, psychological and sociological. Of these psychological 
approach will be considered below. 
1-5-5-PsychoIogical Approach 
The psychological perspective on stress includes the notions that: particular 
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personalities may be more vulnerable to stress and/or its effects; specific 
psychological and social states may predispose towards stress and/or its effects; and 
behavioural responses can occur as reactions to stress. 
Topics of interest in this approach are the types of external circumstances that 
provoke psychological stress, the types of mechanisms that connect circumstances to 
stress, and the contextual and buffering/exacerbating factors that influence these 
processes (Bartley et al. 1998).Several different conceptual models detail how the 
relationship between stressors and the experience of stress can be 'buffered'. 
a. In the stress-suppression model, stress exposure mobilizes a 'resource', which then 
alleviates stress by affecting its appraisal, responses to the stressor, further stress 
proliferation and/or the relation between stress and ill-health (Taylor «fe Aspinwall 
1996). These factors can be viewed as moderators of the stress process. A variation 
entails stress depleting the resource as it buffers against stress. 
b. The stress-deterrent model portrays resources as causally antecedent to stress -
resources reduce the exposure to stress (including stress proliferation), rather than its 
impact on health (Pearlin 1999). These factors can be viewed as mediators of the 
stress process. 
c. In the third model, stress and resources have separate and opposite effects whilst 
remaining completely independent of one another. Resources counterbalance the 
stressor, but do not buffer stress because support operates even in the absence of 
stress (Aneshensel 1992). 
These same models may also be applied to the exacerbation of stress by a 
variety factors with the obvious converse effect on health outcomes (i.e. greater 
disease and ill-health). The resources that have been studied as stress 
buffers/exacerbators can be grouped into four main categories: 
(i) Personality traits 
(ii)coping styles 
(iii) Coping strategies 
(iv) external resources (Taylor «& Aspinwalll996). 
Personality traits which have been found to be buffers against stress include 
hardiness, optimism, and the related concepts of mastery, control and self-efficacy, 
self-esteem, ego strength, sense of coherence, competence, purpose, humour and 
conscientiousness. Traits that have been found to increase vulnerability to stress and 
its effects include negative affectivity (depression, anger, hostility, anxiety), 
pessimistic explanatory style (Taylor & Aspinwall 1996), Type A personality, 
fatalism, external locus of control, and powerlessness (Hartley et al. 1998; Wheeler & 
Frank 1988; Aneshensel 1992). Social support is a type of'external resource' along 
with factors such as social background, income, employment, time etc. which have 
been proposed as buffers of the harmful effects of stressors (Hartley et al. 1998). 
Research from the psychological perspective has led to a number of insights including 
the reciprocal relationship between life events and the stress process, in which life 
events are heavily influenced by many of the same factors that also affect the 
appraisal and response to stress itself (Taylor & Aspinwall 1996). It appears that 
various psychological factors can enable people to respond appropriately to stressors, 
enlist successful coping strategies, stop stressors from intruding on other life domains 
and mitigate both negative psychological responses and direct health-damaging 
effects. 
It is widely agreed that initial disease severity is likely to be the most 
important factor in influencing the course of cancer, however, there is a growing 
literature around the idea that psychological factors such as stressful life events, 
32 
negative emotional states and repression, social relationships, coping and adjustment 
to illness, locus of control and personality factors, might also exert an influence 
(Bleaker &Vander Ploeg,1999;Garsen & Goodkin, 1999; Geyer,1997; McKenna, 
Zevron, Com &Rounds,1999). The most consistent finding in the literature is for the 
positive relationship between progression of cancer and emotional processing deficits, 
such as the control over ,or failure to express negative emotions through denial, 
repression, suppression or avoidance(Dattore, Shontz & Coyne, 1980; Eppig-Jordon, 
Compass & Howell, 1994; Jansen & Muenz,1984; Jansen,1987; Stavraky, Donner, 
Kincade & Stewart, 1988). Emotional suppression has most frequently been associated 
with the onset or progression of cancer (Gross, 1989). 
1-6- LOCUS OF CONTROL 
Locus of control refers to an individual's generalized expectations concerning 
where control over subsequent events resides. In other, words, who or what is 
responsible for what happens. It is analogous to, but distinct from, attributions. 
According to Weiner the "attribution theory assumes that people try to determine why 
people do what they do, i.e., attribute causes to behavior." There is a three stage 
process which underlies an attribution. Step one: the person must perceive or possibly 
observe the behavior. Step two is to try and figure out if the behavior was intentional, 
and step three is to determine if the person was forced to perform that behavior. The 
latter occur after the fact, that is, they are explanations for events that have already 
happened. Expectancy, which concerns future events, is a critical aspect of locus of 
control. Locus of control is grounded in expectancy-value theory, which describes 
human behavior as determined by the perceived likelihood of an event or outcome 
occurring contingent upon the behavior in question, and the value placed on that event 
or outcome. More specifically, expectancy-value theory states that if (a) someone 
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values a particular outcome and (b) that person believes that taking a particular action 
will produce that outcome, then (c) they are more likely to take that particular action. 
The concept of locus of control was developed by Julian Rottei in the 1960s 
He originally named this concept Locus of Control of Reinforcement. Rotter actually 
bridged the gap between Behavioral and Cognitive Psychology. He believed that 
behavior was greatly guided by the use of reinforcements. These punishments and 
rewards in turn shaped the way people interpreted the results of their own actions. 
Defined by Hwang et al. (2000), locus of control is an individual's belief in whether 
or not he or she has the ability to bring about change through his or her own behavior. 
Julian Rotter's original (1966) locus of control formulation classified 
generalized beliefs concerning who or what influences things along a bipolar 
dimension from internal to external control: "Internal control" is the term used to 
describe the belief that control of future outcomes resides primarily in oneself .People 
with an internal locus of control believe that they control their own destiny. They also 
believe that their own experiences are controlled by their own skill or efforts. An 
example would be "The more I study, the better grades I get" (Gershaw, 1989). 
Having an internal locus of control has been associated with information seeking 
(Lefcourtand Wine, 1969), autonomous decision making (Sherman, 1973) and having 
a sense of well-being (Lefcourt, 1982). Internal locus of control is highly correlated 
with increased environmentally responsible behavior (Culen & Volk, 2000; Hwang et 
al., 2000; Smith-Sebasto, 1995; Smith-Sebasto & Fortner, 1994). 
On the other hand "external control" refers to the expectancy that control is 
outside of oneself, either in the hands of powerful other people or due to fate/chance. 
In other words people who tend to have an external locus of control tend to attribute 
their experiences to fate, chance, or luck. For example, if a student attributes either 
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their successes or failures to having a bad day, unfair grading procedures on their 
teacher's part, or even God's will, they can be said to have a more external locus of 
control. These students might say, "It doesn't matter how hard I study. The teacher 
just doesn't like me, so I know I won't get a good grade." These students generally 
don't learn from previous experience. Since they attribute both their successes and 
failures to luck or chance, they tend to lack persistence and not have very high levels 
of expectation. Having an external locus of control has been associated with 
depression (Naditch et al., 1975), anxiety (Feather, 1967) and being less able to cope 
with life stressors (Sandler and Lakey, 1982). 
Hannah Levenson (1973) offered an alternative model. Whereas Rotter's 
conceptualization viewed locus of control as unidimensional (internal to external), 
Levenson's model asserts that there are three independent dimensions: Intemality, 
Chance, and Powerful Others. According to Levenson's model, one can endorse each 
of these dimensions of locus of control independently and at the same time. For 
example, A person might simultaneously believe that both oneself and powerful 
others influence outcomes, but that chance does not. 
Generally, the development of locus of control stems from family, culture, and 
past experiences leading to rewards. Most internals have been shown to come from 
families that focused on effort, education, and responsibility. On the other hand, most 
externals come from families of a low socioeconomic status where there is a lack of 
life control. It is observed that 'enabling' parents tend to have children with an 
external locus of control, and that having an external versus internal locus of control 
was a statistically valid predictor of academic success. (Lynch, Hurford, and Cole, 
2002). 
Since its introduction, the locus of control construct has undergone 
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considerable elaboration and several context-specific instruments have been 
developed. Health researchers in particular have embraced locus of control as a 
concept for explaining behavior. More recent research in health psychology has 
demonstrated a relationship between locus of control and performance of a variety of 
health-related behaviors (Nir and Neumann, 1991; Springer et al., 1994; Stewart and 
Streiner, 1995; Abbott et al., 1996; Bearinger and Blum, 1997; Norman et al., 1998. 
Among these studies, findings suggest that internals tend to respond better than 
externals to programs involving self-change (Chapman and Jeffrey, 1979; Saltzer, 
1979;Kincey, 1980; Saltzer, 1981, 1982;Weyer, 1989; Nir and Neumann, 1995). 
Among the most widely used health-specific measures is the Multidimensional 
Health Locus of Control Scales (Wallston, Wallston, & DeVellis, 1978). This 
instrument retains Levenson's three dimensions but concerns outcomes that are 
specifically related to health and illness, such as staying well or becoming ill. 
1-7- PERSONALITY 
Health psychology involves the investigation of methods that aid the 
promotion of good health. Many health psychologists are primarily concerned with 
the etiology of cancer and heart disease. These diseases are the leading causes of 
death. While traditional risk factors such as sun exposure, smoking status, alcohol 
consumption, nutrition, physical activity, and family history are known to have an 
important contributory role, they do not fully account for the incidence of disease 
(Sanderman & Rancher, 1997). The notion that personality is linked to disease dates 
back to the ancient Greeks who believed that physical and mental health were directly 
affected by bodily .humours., such as phlegm, choler, blood, and melancholy 
(Friedman, 1990). Perceived stress appears to be a vital factor in disease etiology, 
with its effects being mediated by diverse biological, psychological and behavioural 
36 
pathways. However, there also appears to be some individual variation in the degree 
to which any given stressor is appraised. 
Personality, defined as .the relatively stable behavioural patterns and attitudes 
of a given individual. (Hawkins, 1982) is likely to play an important role. While 
personality was briefly alluded to in Lazarus and Folkman.s (1984) transactional 
stress model as a determinant of primary appraisal, more attention needs to be given 
to the types of personality dispositions that make some people more vulnerable to 
certain stressors and others less so. Personality is a wide-reaching concept and it is 
possible that only some dimensions are likely to be relevant. 
The above stress-related evidence suggests that personality may have an even 
more pervasive role in disease etiology than simply determining how stress is 
appraised. For example, personality may determine why some individuals have higher 
physiological reactivity to acute stressors than others. The stress-coping research 
suggests that individuals with certain personality dispositions may adopt particular 
coping styles (adaptive or maladaptive) when dealing with stress. Further, it seems 
quite plausible that individuals with certain personality dispositions may be more 
likely to adopt self medicating behaviours (i.e., increased consumption of alcohol or 
nicotine) or become more sedentary when stressed than others. Therefore, a thorough 
investigation of the links between personality, stress and health would seem 
warranted. Personality theorists have put forth various theoretical models to explain 
the role of personality in disease (in particular, cancer and heart disease), some of 
which incorporate the role of perceived stress as well as other mediating factors. 
These models include: the personality-induced hyperactivity model, the dangerous 
behaviours model, the stress moderators model, and the constitutional predisposition 
model. They differ mainly in terms of the type of mediator or mediatory of personality 
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and disease being proposed. For example, the personality-induced hyperreactivity 
model suggests perceived stress and physiological reactivity are mediators, whereas 
the mediators proposed in the dangerous behaviours mode! are exposure to risk 
behaviours and physiological reactivity. Many of these models include stress as an 
important mediator in the personality-disease link. While there is a proliferation of 
empirical evidence to support the role of both personality. (Friedman & Rosenman, 
1974; Grossarth-Maticek, Eysenck, & Vetter, 1988) and stress (McEwen & Stellar, 
1993; Pike et a!., 1997) in health, the role of personality remains a more contentious 
issue. 
1-7-1-Models of Personality and Health 
1. Personality-induced Hyperactivity Model The Role of Personality & Physiological 
Reactivity: The personality-induced hyperreactivity approach (Suls & Rittenhouse, 
1990), also known as the mechanistic interactional approach (Smith & Anderson, 
1986) or the etiologic trait approach (Krantz & Hedges, 1987) postulates that 
personality plays a causal role in the etiology of disease, whereby some individuals 
may possess a characteristic style of exaggerated sympathetic and neuroendocrine 
responses to perceived stressors, due to a tendency to appraise potentially demanding 
situations as more threatening than persons with other traits. These enhanced 
physiological responses, if intense and/or chronic, are thought to place strain on the 
physical body and promote development of disease. An example of this approach is 
provided in research applications that attempt to explain the link between Type A 
behaviour and coronary heart disease (CHD), in comparison to healthy Type B 
behaviour (Contrada & Krantz, 1988; Friedman & Rosenman, 1974; Houston, 1983). 
Individuals characterised with Type A behaviour are considered to be time-driven, 
hostile, aggressive, cynical. Competitive, achievement striving, and impatient (Byrne, 
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1987; Glass, 1977; Price, 1982; Smith & Williams, 1992; Williams, 1989), and have 
been found to accentuate general stress appraised (Cohen & Edwards, 1989). Further, 
compared to Type Bs (individuals who are able to express their emotions 
appropriately, are capable of meeting their own needs and responding to others, and 
who are relaxed and self-assured, (Temoshok &. Dreher, 1992), Type As demonstrate 
elevated physiological reactions to acute laboratory stress tasks, although studies 
suggest that this reactivity may be specific to socially Challenging tasks (Gallacher, 
Bennett, & Sharpe, 1992), rather than psychologically neutral tasks such as the cold 
pressor test (Corse, Manuck, Cantwell, Giordani, & Matthews, 1982: Ward et al., 
1986). 
Thus, these findings suggest that the Type As. physiological hyperreactivit> 
may be largely derived in competition with others. Physiological defects have been 
identified in Type A individuals, such as higher cholesterol levels, faster blood 
clotting times, and higher triglyceride (fatty-acid) and noradrenaline hormone levels, 
compared to individuals possessing a Type B personality disposition. These findings 
are consistent with the expected effects of physiological hyperactivity (Friedman & 
Rosenman, 1974); that is, increased damage to the lining of arterial walls, subsequent 
atherosclerotic plaque development, increased blood platelet aggregation, and further 
cardiac malformations leading to coronary artery disease (CAD) and manifestations of 
CHD (e.g., angina, myocardial infarction, and sudden death; Smith & Anderson, 
1986). Further, the prevalence of other health conditions such as increased incidence 
of colds and influenza (Suls & Sanders, 1988), migraines and headaches (Woods, 
Morgan, Day, Jefferson, & Harris, 1984), chest pain (Eaker et al., 1992) and general 
health complaints (Shoham-Yakubovich, Ragland, Brand, &. Syme, 1988) have been 
found to be more prevalent in Type A individuals. 
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However, other research was less supportive of the Type A-CHD relationship 
(Booth- Kewiey & Friedman, 1987), with some reporting tiie effect size of Type A in 
predicting CHD to be rather small to be of any relevance {r = 0.009; Myrtek, 1995). 
Nonetheless, Amelang (1997) has argued that, while small in absolute terms, the risk 
of heart disease from personality seems to be of meaningful and similar magnitude to 
traditional risk factors such as smoking. 
2. Dangerous Behaviours Model The Role of Personality & Risky Health 
Behaviours: The dangerous behaviours model (Suls & Rittenhouse, 1990), also 
known as the biopsychosocial interactional model (Smith & Anderson, 1986), or the 
illness behaviour approach (Krantz & Hedges, 1987) posits that individuals with 
certain personality dispositions may incur greater illness risk by seeking risky or 
challenging situations and/or risky health behaviours that fit or suit their personalities. 
Thus, the model assumes that certain personality types create risky and unhealthy 
lives. For example, individuals with pervading helpless beliefs may take less care of 
themselves, and may be less likely to seek medical treatment when suspicious 
physical symptoms arise (e.g., lumps in the breast or chest pains), leading to increased 
chances of cancer or CHD development. Supportive evidence is provided by findings 
that Type A individuals place themselves in risky circumstances. For example, it has 
been reported that Type As often seek challenging and competitive situations (Feather 
& Volkmer, 1988; Smith & Frohm, 1985), tend to smoke more (Shekelle, 
Schoenberger, & Stamler, 1976) and consume more alcohol (Folsom et al., 1985) than 
Type B individuals, and have a tendency to underreport the severity of their physical 
symptoms (Weidner & Matthews, 1978), which may place them at risk for disease 
development. Other studies have also found associations of high hostility scores (a 
feature of the Type A personality) with low physical exercise (Koskenvuo et al.. 
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1988; Leiker &. Hailey, 1988), high alcohol consumption (Houston & Vavak, 1991: 
Koskenvuo et al., 1988; Leiker & Hailey, 1988; Shekelle et al., 1983), heavier 
smoking (Dembroski, MacDougall, Costa. & Grandits, 1989; Koskenvuo et al.. 1988; 
Shekelle et al., 1983), more drunk driving (Houston & Vavak, 1991; Leiker & Hailey. 
1988), larger body mass indices (Houston & Vavak, 1991), and less self-care (Leiker 
& Hailey, 1988). Moreover, some personality styles have positive effects. For 
example, positive associations have been found between conscientiousness and 
general health behaviours (Booth-Kewley & Vickers, 1994), and between 
conscientiousness and dietary adherence in renal dialysis patients (Christensen & 
Smith, 1995). 
i. Stress Moderators Model the Role of Personality & Coping Styles: The stress 
moderators approach (Krantz & Hedges, 1987) suggests that individuals with certain 
personality dispositions may have tendencies towards using particular coping 
strategies when stressed, and maladaptive coping styles are thought to lead to adverse 
physiological and behavioural consequences. Some of the health behaviours discussed 
in the above dangerous behaviours model (e.g., smoking, alcohol consumption) may 
be used as a form of coping. However, such health behaviours are not considered as a 
coping style in the stress-moderators model until stress is perceived. The Type A 
behaviour pattern is positively associated with emotion-focused coping (Endler & 
Parker, 1990; Greenglass, 1988; Pittner et al., 1983; Weidner &. Matthews, 1978), 
which is consistent with the aggressive and hostile characteristics of this behaviour 
pattern. Other studies have identified that Type As are also more likely to use 
avoidance-focused coping (Endler & Parker, 1990), such as the suppression of 
aversive physical and emotional states (Pittner & Houston, 1980; Pittner et al., 1983). 
Some suggest that the suppressive coping strategies are used to allow the Type A 
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individual to remain in proximity to the stressor in order for them to achieve their 
competitive (or otherwise ambitious) goals; however, with the negative consequences 
for health due to prolonged contact with the stressor (Houston, 1981; Matthews & 
Brunson, 1979; Smith & Anderson, 1986). Watson and Hubbard (1996) also found 
that individuals with certain personality traits are more likely to adopt certain copmg 
strategies to manage stressful or demanding situations; specifically associations were 
found between neuroticism and avoidant forms of coping; between conscientiousness 
and active, problem-focused coping; between extraversion and social support seeking 
and problem focused coping; between openness and planful problem-solving that 
involved learning about the problem; and between agreeableness and positive 
appraisal problem-solving. Further, other studies have found introversion to be 
associated with less seeking of social support (Amirkhan, Risinger, & Swickert, 
1995). 
4. Constitutional Predisposition Model The role of Biology & Personality The 
constitutional predisposition approach (Suls & Rittenhouse, 1990), also known as the 
biologic interactional model (Smith & Anderson, 1986) proposed that personality and 
physiological hyperactivity are co-effects of a constitutionally based physical 
weakness. Thus, this approach assumes that personality is substantially heritable. 
While personality itself may have direct effects on health (in addition to the effects of 
an inborn physical weakness), it is also proposed that personality may only serve as 
an indicator of the presence of some underlying abnormality. 
Evidence from twin studies suggests that some personality traits may be 
heritable. For example, greater concordance was found for monozygotic (MZ) twins 
for some components of Type A, such as loudness of speech, competition for control 
(Matthews, Rosenman, Dembroski, MacDougall, & Harris, 1984), and hostility scores 
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(Carmelli, Rosenman, & Swan, 1988; Gates, Houston, Vavak, Crawford, & Uttley. 
1993) than for dizygotic (DZ) twins. Type A individuals show greater physiological 
reactivity even when under anesthesia (Kahn, Kornfieid, Frank, Heller, & Hoar, 1980; 
Krantz, Arabian, Davia, & Parker, 1982), which is indicative of a constitutional 
hyperactivity that does not require conscious mediation. Other studies have identified 
that emotional and behavioural inhibition, a component of the Type C personality 
(considered to be prognostic of cancer development, (Temoshok &. Dreher, 1992), is 
partly heritable (Kagan, Reznik, & Snidman, 1988; Tellegeh et al., 1988), in addition 
to other personality traits such as neuroticism and extraversion-introversion (Jang, 
Livesly, & Vernon, 1996; Nicol & Gottesman, 1983; Tellegen et al., 1988). In 
contrast, other twin studies suggest that the environment could also contribute to 
personality traits such as hostility. For example. Smith and McGonigle (1991) 
reported that in a sample of 25 adult MZ twin pairs, co-twin differences in hostility 
were associated with descriptions of parents as being more hostile and rejecting 
during childhood. These findings suggest that personality dispositions arise from both 
genetic and family environment factors, rather than genetic factors alone as posited in 
the constitutional predisposition model. 
Overall, there appears to be empirical evidence to support all four personality-
illness approaches. Nevertheless, these approaches are not necessarily mutually 
exclusive because personality could easily operate at several different points in the 
causal chain. For example, it is quite plausible that constitutional predispositions may 
be associated with the tendency to seek challenging or demanding situations. Further, 
bi-directional and reciprocal effects among the processes should be expected (Suls & 
Rittenhouse, 1990). For example, challenging situations may lead to further hostility. 
It is therefore quite conceivable that these personality-illness approaches could be 
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integrated into a more unified model of personality and disease. The identification of 
the role of personality in disease is vital for assisting people in disease prevention 
(assuming that some personality traits are learned, as suggested by findings of Smith 
& McGonigle, 1991). 
1-7-2- Personality type 
A tested personality-stress theory of disease that appears to encompass some 
of the mechanisms suggested in the above four personality-disease models is 
proposed by Grossarth- Maticek and Eysenck (Eysenck, 1991). A personality-stress 
theory of disease that appears to be well supported and encompasses several 
mechanisms proposed by other personality-disease models is that contended by 
Grossarth- Maticek and Eysenck (Eysenck, 1991a). These researchers suggested that 
personality has causal effects on disease (specifically cancer and heart disease) via 
several mechanisms including perceived stress, mood (e.g., depression, anger, and 
helplessness), and physiological responses. They developed an inventory that aimed 
to measure certain disease-prone personality types (e.g., cancer-prone and coronary 
heart disease-prone) that proved to be effective in predicting long-term disease in 
initially physically healthy individuals (Grossarth-Maticek et al., 1988). Moreover, 
they carried out several intervention studies that demonstrated long-term disease 
incidence could be significantly reduced by implementing a treatment that aimed to 
promote healthier stress behaviours (e.g., autonomy, emotional expression) in 
individuals characterised as having unhealthy personalities (Grossarth-Maticek & 
Eysenck, 1991). 
Despite the significance of their findings, several independent researchers 
have questioned the validity of Grossarth-Maticek and Eysenck.s results suggesting 
poor statistical designs, methodological weaknesses and theoretical inconsistencies 
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(Amelang, 1991; Cooper & Faragher, 1991).Grossarth-Maticek and Eysenck (1990); 
(Eysenck, 1988, 1991) proposed a personality-disease theory that outlined personality 
types that were hypothesised to predict particular diseases or long-term health via 
their interaction with stress and physical risk factors. They suggested that personality 
interacts with maladaptive health behaviours (e.g., smoking), whereby combining two 
or more risk factors such as a cancer-prone personality with a smoking habit, 
produces a multiplicative health risk for lung cancer (for example), over and above 
additive effects of each of these risk factors. Grossarth-Maticek and Eysenck (1990) 
constructed a noteworthy scale Grossarth-Maticek personality-stress 
inventory(GMPSI) that attempts to measure different types of disease-prone 
behaviours, thus serving as a great tool for investigating the relationships between 
multiple personality variables and multiple diseases. Six personality tyjjes with 
different (physical or psychological) health liabilities were proposed. 
Individuals with a Type 1, or cancer-prone, personality demonstrate a lack of 
autonomy and depend on an emotionally highly-valued object (e.g., a person, valued 
occupation), which they consider as the most important condition for their own 
wellbeing and happiness. They try and maintain contact with this emotionally valued 
object via cooperative compliant behaviours that are harmony seeking and 
unassertive, and have a tendency towards suppressing their emotions in order to 
maintain this harmony (Grossarth-Maticek, Eysenck, & -Vetter, 1988; Grossarth-
Maticek & Eysenck, 1990). These features are thought to lead to the development of 
chronic perceived stress, and depressive and helpless tendencies (when nearness to the 
highly valued object is not achieved), chronic hormonal elevations (e.g., elevations in 
Cortisol), immunosuppression, and possible cancer development (Eysenck, 1991; 
Grossarth-Maticek et al., 1988). 
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Individuals with a Type 2, or coronary heart disease-prone, personaUn 
demonstrate a lacic of autonomy, and are helplessly dependent on an emotionally 
valued object that tiiey consider, is an important cause for their distress and 
unhappiness. When they fail to distance themselves from this object, they experience 
elevated reactions of anger, aggression, and arousal (Grossarth-Maticek et al., 1988). 
These features are thought to lead to the development of cardiovascular problems 
(elevated blood pressure, heart rate, and cholesterol), the development of 
atheroscJerosis, and increased risk for the deveJopment of coronary heart disease 
(CHD) and related cardiovascular diseases (e.g. hypertonia; Grossarth-Maticek et al., 
1991). 
Individuals with a Type 3, or ambivalent/ego-centered, personality are 
considered to demonstrate a tendency to constantly shift from typical Type 1 reactions 
to typical Type 2 reactions. That is, they show a tendency to regard an emotionally 
valued object as both the most important condition for their happiness, and as the 
main cause of their unhappiness; thus causing alternations in feelings of helplessness 
and anger (Grossarth-Maticek et al., 1988). This type is hypothesised to be relatively 
resistant to physical illness because the Type 1 and 2 features counteract one another 
(Eysenck, 1991). 
Type 4 individuals, or those with a healthy personality type, exhibit autonomy 
and consider their own autonomy, and that of others, as the most important condition 
for their own weJIbeing and happiness. They are able to self-regulate their behaviour 
based on its consequences, and are hypothesised to have a disposition towards being 
generally healthy as they avoid the stress reactions commonly experienced by Type 1 
and 2 individuals (Grossarth-Maticek et al., 1988). 
The more recently proposed two types (Type 5 and Type 6) are less well 
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defined and investigated than Types 1, 2, 3, and 4. 
Individuals with a Type 5 personality demonstrate rational and antiemotional 
tendencies and are thought to be prone to depressive disorders and possibly cancer 
(Grossarth-Maticek & Eysenck, 1990). While Type 5 shares the feature of emotional 
suppression with Types 1 and 2, Type 5 is distinct as it is also a measure of rational 
tendencies, and does not contain the autonomy-dependence personality dimension. 
Individuals with a Type 6, or anti-social, personality exhibit psychopathic 
tendencies, such as impulsive and rebellious behaviours, and hostility towards 
themselves and other people, and are considered to have dispositions towards criminal 
behaviour and drug addiction (Grossarth-Maticek & Eysenck, 1990). 
Grossarth-Maticek et al. (1988) state that there are some similarities between 
the GMPSI Types 1, 2, and 4 and other disease-prone typologies. For example, they 
suggest that the Type 2 personality shares the features of anger, hostility and 
aggression with the .Type A. coronary-prone behaviour pattern. However, unlike the 
Type A behaviour pattern, the Type 2 personality also comprises a trait of emotional 
dependence. Grossarth-Maticek et al. (1988) also suggest that the healthy personality 
Type 4 corresponds closely to the Type B. behaviour pattern as both measures share 
features of autonomy, appropriate emotional expression, and contentedness. 
Grossarth-Maticek et al. (1988) considered the Type 1 personality to be similar to the 
Type C cancer-prone behaviour pattern. However, unlike the Type C behaviour 
pattern, the Type 1 personality also comprises a trait of emotional dependence. The 
Type C behaviour pattern (Temoshok & Dreher, 1992) is considered to be prognostic 
of cancer development, and comprises characteristic features such as an inability to 
express hostile feelings (Bacon, Rennecker, & Cutler, 1952; Morrison &. 
Paffenbarger, 1981), emotional suppression (Grissom, Weiner, & Weiner, 1975; 
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Watson et al, 1991), submissiveness. extreme cooperation,"and compliance to others 
needs (Baltrusch, Stangel, & Waltz, 1988; Faller, Lang, & Schilling, 1996); all of 
which are features common to the Type 1 personality construct. Moreover, siinilar to 
the Type 1 construct, it is theorized that the Type C behaviour pattern contributes to 
feelings of depression, helplessness, and hopelessness, chronic elevations in 
sympathetic arousal (Julius, Schneider, & Egan, 1985), hypersecretion of stress 
hormones (e.g., Cortisol), immunosuppression, and subsequently, increased risk for 
cancer development (Kiecolt-Glaser et al., 2002). However, carcinogenesis may also 
occur via alterations in hormones, cellular DNA repair mechanisms, or apoptosis 
(Kiecolt-Glaser et al., 2002). 
1-8- SOCIAL SUPPORT 
Social support is a multi-dimensional concept (Cutrona & Russell, 1990; 
House, 1981; House & Kahn, 1985; Helgeson, 2002; Vaux, 1987) that has not been 
measured and defined in a homogenous way (Jackson & Antonucci, 1992). Kahn 
(1979) viewed social support as interpersonal transactions that include one or more of 
the following: the expression of positive affect (feeling liked or loved) of one person 
toward another; the affirmation (feeling appreciated or admired) or supporting and 
respecting another person's perceptions, behaviors, or expressed views and the giving 
of material such as money or symbolic aid to another. Aneshensel et al. (1995) 
defined social support as the degree in which a person's basic social needs are met 
through informal or formal social networks while enhancing health and well-being, 
regardless of their stress levels. In the social support literature, the terms social 
support and social network are often used interchangeably (Ell, 1996). The social 
network refers to a web-like structure comprising one's relationships (Hall & 
Wellman, 1985). This network includes family, neighbors, friends, employers. 
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relatives, fellow employees, professional networks, and groups with which a family 
shares common goals, interests, lifestyles or social identity (Friedman, Bowden & 
Jones, 2003). 
The construct of social support is distinct from social integration (Schwarzer 
& Leppin, 1991a, 1991b). The term social integration refers to being embedded in a 
social network; as opposed to being socially isolated. The construct pertains to 
quantitative and structural aspects of social relationships, whereas social support 
pertains to qualitative and functional aspects. Indicators of social integration are 
marital status, number of relatives, friends and acquaintances or frequency of social 
contacts. Furthermore, social integration is an important condition for receiving any 
social support at all, since it requires social contacts. 
Since the construct of social support is rather broad, and complex, a lot of 
research has worked on the question what specific conditions there are under which 
social support can unfold its beneficial effects. Research led to three important 
distinctions. First, the distinction among the different functions of support. Second, 
the distinction referring to the source of support. And last the distinction between the 
perception of support, and the actual receipt of support. 
1-8-1-Functions of social support: 
Pertaining to the classification of different functions of social support most of 
the researchers agree that there are three types of support, Emotional, instrumental, or 
tangible support and informational support (Cohen & Willis, 1985; Hamilton, 2004; 
Ryan & Austin, 1989; Tiiden, 1985). Emotional support refers to personal behaviors 
such as having someone available to listen, to provide empathy, reassurance, caring, 
love and trust. Instrumental or tangible support is the result of concrete behaviors that 
help a person directly: the helping person intervenes personally in the problem 
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situation and takes practical action such as help in household chores, giving a 
financial assistance, helping with work responsibilities or giving some other form of 
material aid. Informational support helps individuals by providing them with 
information, guidance or advice that they can use to cope and manage a stressful 
situation (Helgeson, 2002; Cohen & Willis, 1984).in other words informational 
support is defined as a person receiving information about their specific needs or 
conditions (Hamilton, 2004). For example providing someone with information; that 
means, telling someone the address of a famous doctor or giving good advice say 
what to do against a bad headache. 
Although researchers have considered emotional support to be the primary 
component (Cohen & Hoberman, 1983; House, 1981; Schaefer, Coyne & Lazarus, 
1981), at least as far as coping with serious illness is concerned the greatest beneficial 
effect depends on the situation-specific needs that arise (Cohen & McKay, 1984; 
Cohen &. Wills, 1985; Cutrona, 1990). Conducting an investigation on heart attack 
patients and their spouses, Helgeson (1993), for example, found emotional support 
highly important during the onset of chronic illness for both patient and spouse; but 
after that, the kind of stress as well as the needs of patient and spouse diverge in a 
way that patients found informational support most helpful, whereas spouses found 
instrumental support most helpful to cope with their particular stressors. Therefore it 
depends on the situation which of the three kinds of support has the best effects 
(stressor-support specificity model, Cutrona & Russell, 1990). 
1-8-2- The Source of social support 
The source of social support is an important factor for the positive effects of 
support. Videka-Sherman and Lieberman (1985) demonstrated, for example, that the 
most beneficial source of support for parents coping with the loss of a child is the 
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spouse. On the other hand, spouse support in a situation of stressful problems at 
someone's working place is not as helpful as support given by colleagues (Kobasa & 
Puccetti, 1983). 
Social support has two sorts of effects: mediating and moderating effects 
(buffering effect) (Cohen & Wills, 1985; House, Landis, & Umberson, 1988). The 
mediating model proposes that social support functions as an intervening variable 
between the stressor and outcome (Quittner, Glueckauf, & Jackson, 1990). i.e. a direct 
effect of perceived or received support, for example improving well-being, or 
depression.The moderating effect proposes that support can buffer the effect of stress 
(Antonovsky,1974; Caplan, 1974; Cassel, 1976 & Cobb, 1976) i.e it refers to 
resources that protect against the negative effects of stress by meeting specific needs 
that are created by a certain stressful event. In case of increased disease stress it might 
be a relief to have someone to take care of one's children so that this act of 
instrumental support reduces the overall amount of stress and is thus beneficial, 
whereas the same kind of support would be negligible if no disease stress was present. 
1-8-3-The active receipt of support and perception of support 
It denotes two constructs that do not seem to be closely related (Dunkel-
Schetter &. Bennett, 1990; McCormick, Siegert & Walkey, 1987). Receipt of support 
is mainly assessed as a retrospective estimate of actually received help or support, 
whereas the perception of support pertains to a person's estimate if in case certain 
help is needed there were someone to provide him or her with this kind of support. 
Dunkel-Schetter and Skokan (1990) list three factors of a recipient that make it 
more easy for others to help: First, a mean level of stress in the person who needs help 
seems to evoke more support; if too much support is needed or if it is needed over an 
extremely extended period of time, potential sources of support will not be as willing 
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to provide someone with help. Second, the person in need should actively try to cope 
with his or her problems, and should also actively try to get support (Schwarzer & 
Weiner, 1990). Third, a recipient should have good personal resources such as self-
esteem, competence, optimism, and/or an internal locus of control, since these 
characteristics make him or her more attractive for potential providers of social 
support (Hobfoll & Freedy, 1990). 
On the part of persons who give support several cognitions and emotions were 
identified that are crucial. Among them, a prominent cognition pertains to the cause of 
a problem: Is the cause attributed to reasons that are controllable or uncontrollable for 
the recipient? For heart patients with an infraction, for example, there was found a 
correlation between controllability, and compassion of r =0-.32 (Schwarzer & Weiner, 
1991). Thus, only if providers of support have the impression that the recipient could 
not help getting into trouble he or she feels compassion; this positive emotion 
influences the provider's intention, and may then lead to supportive behaviour 
(Weiner, Perry & Magnusson 1988). 
Another important factor is the quality of the relationship between provider 
and recipient of support. If a person perceives a high degree of intimacy, and 
satisfaction in a relationship he or she will be more likely to help (Coyne, EUard & 
Smith, 1990). 
A lot of research has been done on the benefits of social support on physical 
and psychophysical well-being. Social support seems to be associated with lower 
cardiovascular reactivity (Karmarck, Manuck & Jennings, 1990), and it improves the 
immune system (Jemmott & Magloire, 1988; Kiecolt-Glaser et al., 1984; Kiecolt-
Glaser et al, 1987; Kiecolt-Glaser et al, 1988). Moreover, it was found beneficial for 
recovery, and readjustment to serious illness (Dunkel-Schetter, 1984; Mumford, 
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Schlesinger & Glass, 1982; Trelawny-Ross &. Russell, 1987; Wortman, 1984), and it 
even reduced mortality (Berkman & Syme, 1979; Blazer, 1982; Ruberman. Weinblatt, 
Goldberg & Chaudhary, 1984). 
Research has indicated that group interventions have been successful for 
many populations in reducing psychological distress (Chujo, Mikami, Takashima, 
Saeki, Ohsumi, Aogi, Okamura, 2005). Group interventions have the best outcome 
when they are tailored to specific needs of the group (Fawzy, Fawzy, Hyun, Elashoff, 
Guthrie, Fahey, & Morton, 1993). Social support interventions are important because 
they provide individuals, especially those with chronic illnesses, with a way to 
communicate with others who have similar experiences. Johnson and Lane (1993) 
outline basic purposes of social support groups for cancer patients, including free 
expression of feelings about living with the disease, fostering of support with others, 
educating participants about the disease itself, and helping participants learn better 
coping skills. These purposes are relevant for most individuals with chronic disease. 
1-8-4- Limitations 
Although the term 'support' hints at a thoroughly positive resource, effects of 
social support can sometimes be negative. Not only to provide someone with a kind of 
support that is neither needed, nor desired can yield negative effects, also if support is 
not wanted by the recipient it may lead to an increase of stress, and a sense of forced 
helplessness or inferiority since the recipient might get the impression that others do 
not give him or her credit for solving problems by himself or herself 
A large social network means on the one hand that one would be provided 
with help if needed, on the other hand a person's own problems might be multiplied, 
and stress might be increased since one is exposed to the social network members' 
problems in addition, so that their stressors become one's own stre.ssors to a certain 
53 
extent, too (Lazarus & Folkman, 1984; Solomon, Mikulincer & Hobfoll, 1987). 
Another negative aspect of social support is related to the principle of 
reciprocity ('there is no free lunch'). In case someone only has few resources 
accepting social support may be a kind of luxury one cannot afford ("the rich get 
richer, the poor get poorer'). Social support was found to be associated with strong 
positive effects for women with good resources such as education, income, and also 
favourable psychological characteristics, but none for those who lack these resources 
(Riley & Eckenrode, 1986; Solomon, Mikulincer & Hobfoll, 1987). 
54 

2-1-STRESS 
Once a person is diagnosed witii cancer, he goes through treatment, and 
achieves remission; The uncertainty of cancer is always present, haunting one like a 
ghost, making anxiety and stress a natural course of cancer even after recover). Stress 
is the one psychosocial factor likely to be associated with every kind of physical and 
psychological insult. Breast cancer is the most common type of cancer among women, 
and it has been suggested that a diagnosis of cancer elicits greater distress than any 
other diagnosis, regardless of the prognosis (National Cancer Institute, 1997). Various 
negative psychological consequences have been documented among cancer patients, 
including depressed mood, anxiety, and anger (with depression and anxiety being the 
most prevalent; Shapiro, Lopez, & Schwartz, 2001). Moreover, it has been reported 
that cancer patients experience a higher frequency of stressflil life events than controls 
(Baltrusch, Stangel, & Waltz, 1991; Eiser, 1990; Johnson, 1986). It is likely that 
stress-related factors would reduce the overall ability of an individual to actively 
participate in his or her own health process, both mentally and physiologically. 
Indeed, research indicates that stress, depression, and anxiety affect immune function 
(Delongis, Folkman, & Lazarus, 1988; Kiecolt-Glaser, McGuire, Robles, & Glaser, 
2002). For example, one study showed that stress levels significantly modulated 
immune natural killer cell activity in 116 postoperative cancer patients (Anderson, 
Anderson, & deProsse, 1989). 
Lightsey (1997) Following recommendations to include multiple predictors 
within a single study, this prospective study tested whether generalized self-efficacy 
(GSE), positive thoughts, optimism, and self-mastery may act as stress buffers. The 
Generalized Self-Efficacy Scale, the Automatic Thoughts Questionnaire- Positive, the 
Life Orientation Test, the Self-Mastery Scale, the Automatic Thoughts Questionnaire, 
the Life Experiences Survey, and the Becic Depression Inventor) were 
administered to 69 undergraduate volunteers twice over 5 weelcs. The GSE x negative 
life events interaction accounted for unique variance in future dysphoria, indicating 
that, for greater preexisting GSE, negative life events were less associated with 
dysphoria. This finding suggests that GSE may act as a stress buffer: When exposed 
to stressors, persons with higher GSE may become less dysphoric than persons with 
lower GSE. Additionally, for higher self-mastery, negative life events had a stronger 
relationship with future dysphoria. This suggests that self-mastery may in some 
circumstances act as a stress exacerbator: When exposed to stressors, persons with 
higher self-mastery appear to become more dysphoric than persons with lower self-
mastery. 
Barbara, Gregory & John (1998) studied Levenson's Internal (I), Powerful 
Others (P), and Chance (C) locus of control scales in 193 patients with six DSM-IIl-R 
diagnoses: Major Depression (MD), Panic Disorder (PD), Generalized Anxiety 
Disorder (GAD), Social Phobia (SP), Obsessive Compulsive Disorder (OCD), and 
Mixed Anxiety Depressive Disorder (MAD). Compared to the comparison groups 
(CG), they found specific patterns for some of the diagnostic categories. There were 
no significant differences between the I scale scores and of those in the different 
anxiety and depressive disorder groups and the CG. But, patients with MD, SP, or 
MAD had significantly higher P scale scores than the CG. Patients with MD, PD, SP, 
and MAD had higher C scale scores than the CG. The OCD patients had the lowest P 
and C scale scores of any of the groups and not significantly different than the CG. 
Phyllis et al., (2000) reviewed empirical evidence for a relationship between 
psychosocial factors and breast cancer development. They used Standardised quality 
assessment criteria to assess the evidence of psychosocial predictors of breast cancer 
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development in the following domains: (a) stressful life events, (b) coping style, (c) 
social support, and (d) emotional and personality factors. Results indicated that a few 
well-designed studies report any association between life events and breast cancer, the 
exception being two small studies using the Life Events and Difficulties Schedule 
(LEDS) reporting an association between severely threatening events and breast 
cancer risk. Seven studies show anger repression or alexithymia are predictors, the 
strongest evidence suggesting younger women are at increased risk. There is no 
evidence that social support, chronic anxiety, or depression affects breast cancer 
development. With the exception of rationality/anti-emotionality, personality factors 
do not predict breast cancer risk. They concluded that the evidence for a relationship 
between psychosocial factors and breast cancer is weak. The strongest predictors are 
emotional repression and severe life events. 
Zabora et al., (2001) found the highest stress scores for the BSl scales Anxiety 
and Somatization, and in their study they also found that between 29.6% 
(gynaecological cancers) and 43.45% (lung cancer) of the patients could be 
considered severely stressed. 
Harter et al., (2001) found that 20% of their patients had pathological scores 
for anxiety, and 17% for depression. 
Arraras, Wright, Jusue, Tejedor, & Calvo (2002) compared patients with 
cancer and other diseases, focusing on the ways pain is managed through coping style, 
locus of control, the perceived effectiveness of these strategies, level of distress, and 
pain-related behaviours. Fifty-one cancer patients with pain and 67 chronic pain 
patients without cancer completed questionnaires to assess these variables. They 
compared the responses of cancer and non-cancer patients and also studied relations 
between coping style and level of distress, and evaluated whether the clinical 
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variables, coping style and locus of control scores could predict level of distress. 
Significant differences between the samples emerged on clinical, psychological and 
pain behaviour variables. The no cancer group scored significantly higher on internal 
locus of control. Greater avoidance predicts higher anxiety, whilst lower internal 
locus of control, greater avoidance and lower perceived handicap predict higher 
depression. A passive patient role is therefore associated with poorer adaptation than a 
more active role. 
Miller, Cohen, & Ritchey (2002) this study examined whether chronic stress 
impairs the immune system's capacity to respond to hormonal signals that terminate 
inflammation. Fifty healthy adults were studied; half were parents of cancer patients, 
and half were parents of healthy children. Parents of cancer patients reported more 
psychological distress than parents of healthy children. They also had flatter diurnal 
slopes of Cortisol secretion, primarily because of reduced output during the morning 
hours. There was also evidence that chronic stress impaired the immune system's 
response to anti-inflammatory signals: The capacity of a synthetic glucocorticoid 
hormone to suppress in vitro production of the pro-inflammatory cytokine interleukin-
6 was diminished among parents of cancer patients. Findings suggest a novel pathway 
by which chronic stress might alter the course of inflammatory disease. 
Jacobsen, Sadler, Booth-Jones, Soety, Weitzner, & Fields (2002) this study 
examined the prevalence and predictors of posttraumatic stress disorder (PTSD) 
symptoms in 70 men and women treated with bone marrow transplantation for cancer. 
Findings indicated that number of symptoms present ranged from 0 to a possible high 
of 17 (M = 3.0, SD = 3.9). As predicted lower social support and higher avoidance 
coping I month pretransplant predicted greater PTS symptom severity an average of 7 
months posttransplant. These variables remained significant predictors of symptom 
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severity even after accounting for pretransplant levels of psychological distress. 
Addition analyses indicated the presence of a significant interaction between social 
support and avoidance coping with patients high in avoidance coping and low in 
social support reporting the most severe symptoms. These findings identify patients at 
risk for psychological disturbance post transplant and can serve guide future 
intervention etTorts. 
Anja, Bramsen, & Henk (2003) this study examined both cross-sectionally and 
longitudinally the relationship between social support, coping strategies, additional 
stressful life events, and symptoms of posttraumatic stress disorder (PTSD) among 
Dutch former peacekeeping soldiers. Two groups of peacekeepers were investigated: 
311 peacekeepers who participated in the peacekeeping operation in Lebanon between 
1979 and 1985, and 499 peacekeepers that were deployed after 1990. These 
peacekeepers completed a questionnaire in 1996 and again in 1998. The results show 
that more negative social contacts and fewer positive social contacts were associated 
with more PTSD symptom severity. More use of the coping strategies 'wishful 
thinking' and 'accepting responsibility' was related to more PTSD symptoms. 
Conversely, more planful problem solving and seeking social support was related to 
less PTSD symptom severity. In addition, a bilateral relationship was found between 
additional stressftil life events and PTSD symptom severity. The results indicate that 
social support and coping strategies may be valuable aspects of prevention and 
intervention programs. 
Tacon, Jacalyn, Yvonne, & Patrick f2003) the primary purpose of this study 
was to assess the effectiveness of Kabat-Zinn's mindfulness-based stress reduction 
program to reduce anxiety in women with heart disease. Anxiety, emotional control, 
coping styles, and health locus of control were compared in a treatment and control 
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group of women with heart disease. Post-intervention analyses provide initial support 
for beneficial effects of this program. 
Susanne, Helmuth, Beatrice, Herschbach, Uellcer, Martina, Firsching. & 
Eckhart (2004) this study was to investigate stress in tumor patients by means of a 
cancer-specific questionnaire in the course of radiotherapy. In the course of 
investigation, the most prominent stress scale of the patients proved to be physical 
efficiency, without significant changes during treatment and after therapy. Significant 
increases in stress were observed for anxiety, pain, and information at ti3 (p < 0.001, 
p = 0.001, p = 0.035). Women showed significantly higher stress from til to ti3, 
younger patients displayed a decrease in anxiety, whereas elderly patients 
demonstrated an increase (p = 0.016). Breast cancer patients had the highest stress 
levels. The probability of correctly predicting increase in stress (sensitivity) was 78% 
and the specificity 67%. The relevant predictor variables were tumor stage, addiction 
to alcohol or nicotine, metabolic disorder, marital status, and age. They concluded that 
patients who experienced stress at the beginning of radiotherapy also had the same or 
increased levels of stress during and shortly after treatment and needed permanent 
psychosocial support to improve quality of life. The identification of patients with 
high stress levels at the beginning of therapy could be helpful. 
Herschbach, Keller, Knight, Brandl, Huber, Henrich, & Marten-Mittag 
(2004) they studied the psychological distress of cancer patients in a disease-specific 
manner as well as the demographic and medical variables that have an impact on the 
distress. Psychological distress was assessed with the Questionnaire on Stress in 
Cancer Patients revised version, which has been developed and psychometricaliy 
evaluated in Germany. It consists of items about 23 cancer-specific stress situations, 
which have to be answered in terms of relevance and amount of distress. A 
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heterogeneous sample of 1721 cancer in- and outpatients was assessed. There was a 
significant impact upon the total stress score for the variables age, gender, metastases, 
illness duration, treatment setting and diagnoses. Patients with soft tissue tumours and 
breast cancer patients have the highest stress scores. The proportion of patients within 
the diagnostic subgroups, which they considered highly distressed or as risk groups, 
varies between 23.5% (cancer of the upper gi tract) and 40.9% (breast cancer). In 
total, 40.9% of the 394 breast cancer patients belong to the risk group. The most 
important predictor was age. Patients under 57 years of age are more stressed than the 
older patients. The most stressed subsample is made up of younger patients with 
metastases. The proportion of risk patients here was 69.2%. 
Bert Garssen (2004) the question whether psychological factors affect cancer 
development has intrigued both researchers and patients. This review comprised only 
longitudinal, truly prospective studies {N=70). It was concluded that there is not any 
psychological factor for which an influence on cancer development has been 
convincingly demonstrated in a series of studies. Only in terms of 'an influence that 
cannot be totally dismissed,' some factors emerged as 'most promising': helplessness 
and repression seemed to contribute to an unfavorable prognosis, while 
denial/minimizing seemed to be associated with a favorable prognosis. Some, but 
even less convincing evidence, was found that having experienced loss events, a low 
level of social support, and chronic depression predicted an unfavorable prognosis. 
The influences of life events (other than loss events), negative emotional states, 
fighting spirit, stoic acceptance/fatalism, active coping, personality factors, and locus 
of control are minor or absent. A methodological shortcoming is not to have 
investigated the interactive effect of psychological factors, demographic, and 
biomedical risk factors. 
Helgeson, Snyder, & Seltman (2004) the goal of this study was to identif> 
distinct trajectories of adjustment to breast cancer over 4 years as well as to 
distinguish among the different trajectories. The mental and physical functioning of 
287 women with breast cancer who remained alive and disease free through 4 years of 
follow-up were examined. The majority of women showed slight and steady 
improvement in functioning with time, but subgroups of women were identified who 
showed marked improvement and marked deteriorations over time. Age successfully 
distinguished different trajectories of physical functioning. Indices of personal 
resources (i.e., self-image, optimjsm, perceived control) and social resources (i.e., 
social support) successfully distinguished different courses of mental and physical 
functioning. 
Kathleen et al.,(2005) assessed the prevalence of depression among low-
income, ethnic minority women with breast or gynecological cancer, receipt of 
antidepressant medications or counseling services, and correlates of depression. They 
found that twenty-four percent of women reported moderate to severe levels of 
depressive disorder, 30% of breast cancer patients and 17% of gynecological cancer 
patients. Only 12% of women meeting criteria for major depression reported currently 
receiving medications for depression and only 5% of women reported seeing a 
counselor or participating in a cancer support group. Neither cancer stage or treatment 
status was correlated with depression. Primary diagnosis of breast cancer, younger 
age, greater functional impairment, poorer social/family well-being, anxiety, 
comorbid arthritis, and fears about treatment side effects were correlated with 
depression. Findings indicate that depressive disorder among ethnic minority, low-
income women with breast or gynecological cancer is prevalent and is correlated with 
pain, anxiety and health-related quality of life (HRQL). Because the.se women are 
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unlikely to receive depression treatment or supportive counseling, there is a need for 
routine screening, evaluation and treatment in this population 
Norton et al., (2005) studied two mechanisms for the association between 
illness-related stress (physical impairment) and interpersonal stress (family and friend 
unsupportive responses) and psychological distress of 143 ovarian cancer patients 
were examined cross-sectionally. Separate structural equation models tested whether 
physical impairment impacted patients' distress via decrements in perceived control 
over their illness and whether unsupportive behaviors impacted patients' distress via 
decrements in patients' self-esteem. Results supported the proposed models and 
suggest that perceived control and self-esteem are 2 mechanisms for explaining how 
illness-related and interpersonal stress may be associated with psychological distress 
among women with ovarian cancer. 
Antonius, Thorsten, Michael, Michel, Giyn, & Joachim (2006) this study was 
aimed to explore if patients' preferences to be involved in decision making correlates 
with reasons for encounter, psychological or demographic characteristics and with the 
physicians' estimation of the patients' preferred communication styles. Two hundred 
and thirty-four patients in general practice completed a questionnaire, which included 
the 'Autonomy Preference Index' (API), 'health locus of control' and 'hospital 
anxiety and depression'. The physicians documented the diagnoses and estimated the 
patients' preference for an autonomous, paternalistic or shared decision 
communication style. Results Indicated that the preference for involvement varied 
across the reason for encounter (range 36.6-50.6), but this effect is explained by the 
patients' age (p<0.01). The participation preferences and the external and internal 
health locus of control declined with age whereas depression scores rose (p < 0.01). 
The physicians estimation corresponded with patient API scores {p < 0.05). Thus 
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concluded that it must be questioned if the preference for involvement is really a 
stable characteristic. The physicians were able to estimate the preferred 
communication style of their patients presumably on the basis of the patients' age and 
education. 
Cheang, & Cooper (2006) one hundred and twenty-one patients who were 
admitted for breast biopsy were interviewed on the day before the operation. They 
were asked to recall all stressful life events which had occurred during the two years 
that preceded the onset of cancer. An appropriate control group of 42 healthy patients 
from a well woman clinic were also interviewed. All patients also completed a self-
rating questionnaire. Scaling of life events was done by another group of hospital 
inpatients. The results showed that cancer patients experienced significantly more 
stressful life events in the two years that preceded the onset of cancer than the non-
cancer and well woman patients. Cancer and non-cancer patients experienced events 
with medium and high stress factors, while the well woman patients experienced 
events with low and medium stress factors. The main difference in personality was 
that cancer patients tended to Dconceal their feelings, while the non-cancer and well 
woman patients were more expressive of their feelings. The differences in personality 
profile and experience of stressful life events between the three groups of patients 
could be explained in terms of coping strategies and locus of control. 
Sinha & Watson (2007) this cross-cultural research study aimed to explore the 
relationship of stress and coping with psychological illness or symptoms among 
university students in Canada and India. The predictor variables were stress (hassles 
and life experience), 8 ways of coping (Folkman & Lazarus, 1988), and selected 
personal-social variables, namely, locus of control, self-esteem, and social support. 
The criterion variables were 9 psychological symptoms of the Brief Symptom 
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Inventory (BSl; Derogatis & Spencer, 1982). The results revealed that the Indian 
students reported more psychological symptoms compared to the Canadian students. 
Stepwise multiple-regression analyses also revealed considerable differences between 
the 2 samples with respect to the contribution of predictor variables in accounting for 
variance in the BSI scales. 
Cristina et al., (2007) evaluated whether gender-related differences exist 
concerning oxidative stress levels in aged patients with coronary artery disease 
(CAD). The results showed that the HP levels were comparable in aged control 
subjects of both genders (376 _ 20 arbitrary units [AU] in women, 333 _ 19 AU in 
men) but significantly increased in CAD (456 _ 15 AU) compared with all control 
subjects (357 _ 14 AU). Moreover, among CAD patients, the HP levels were higher in 
women than in men (536 _ 33 AU and 428 _ 15 AU, respectively). Multivariate 
analysis, in which CAD represented the dependent variable, indicated that 
dyslipidemia was independently associated with CAD in men (odds ratio [OR] 5.8), 
whereas HP >50th percentile represented the only strong independent risk factor for 
CAD in elderly women (OR 8.4). They concluded that differences in oxidative stress 
levels between elderly males and females might provide a biochemical basis for the 
epidemiologic differences in CAD, which might help to open new opportunities in the 
management of patients with cardiovascular disease from a gender point of view. 
Ayse & Asli (2007) examined the validation of the use of the stress-related 
growth scale and the variables related to stress-related growth among Turkish breast 
cancer patients. Participants were 90 breast cancer patients. Consistent with the 
literature, results revealed that both social support and problem-solving coping 
strategies related to higher levels of stress-related growth. Furthermore, income level 
of the participants and depression scores were also found to be associated with stress-
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related growth. From these variables, social support and problem-solving coping were 
found to be positively associated with stress-related growth whereas income level and 
depression scores were found to be negatively associated with stress-related growth. 
These findings were discussed in the light of relevant literature. 
Stephen, Debra, & Katherine (2008) this study evaluates two models that 
explain this positive relation: (a) the triage model, which argues that more distressed 
people receive more support and (b) the self-esteem threat model, which argues that 
receiving support increases distress by undermining self-esteem. Longitudinal survey 
data were collected from 71 women treated for breast cancer at 3- (Tl) and 18-months 
(T2) post-diagnosis. Analyses did not disconfirm either model. Consistent with the 
triage model, there was a marginally significant (p=0.052) positive relation between 
Tl negative affect and T2 received support, controlling for Tl-received support. 
Consistent with the self-esteem threat model, a significant positive relation between 
Tl received support and T2 negative affect, controlling for Tl negative affect, 
appeared to be mediated by T2 self-esteem. These findings suggest that people with 
cancer who are most distressed may receive the most social support, but the 
conveyance of support can have negative consequences for self-esteem and affect. 
Janet ( 2008) the purposes of this descriptive study was to identify differences 
in women's stressors, personality mediating traits and symptoms of health problems 
by age groups, and to guide revisions for development of a shorter, reliable 
questionnaire to measure women's health and risks for stress-related illnesses. A 
convenience sample of 299 women aged between 18 and 66 years who resided in the 
south-western United States and could read English completed a lengthy 
questionnaire. ANOVAs were used to compare women by three age groups. Young 
women (18-29 years) reported high stressors, less healthy personality traits, and 
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significantly more physical and emotional symptoms of health problems than middle-
age and older women. Middle-age women (30-45 years) had significantly more 
stressors than other women, but their healthy personality traits may have contributed 
to fewer health problems. Older women (46-66 years) had the fewest stressors. 
highest healthy personality traits, and fewest symptoms of problems compared to 
other age groups. In their roles and relationships as wives, mothers and employees, 
women experienced multiple stressors such as inadequate physical and emotional 
support from their spouse/partner, afong with parenting and empfoyee difficufties that 
contributed to their health problems. Young and middle-aged women were more 
stressed, juggling the multiple responsibilities and demands of their spouse, children, 
ageing parents, and their occupation, while trying to maintain their own 'inner 
balance'. 
Vrijmoet et al., (2008) presented an overview of the literature between 1997 
and 2007 on parental stress reactions following the diagnosis of childhood cancer and 
evaluated methodological strengths and weaknesses of the studies. The 
conceptualization of parental stress and timing of assessment varies considerably 
between the studies, which makes comparison difficult. Most emotional stress 
reactions are seen around the time of diagnosis, with- mothers reporting more 
symptoms than fathers. As a group, parents seem relatively resilient, although a subset 
of parents reports continuing stress even up to 5 years or more post diagnosis. The 
authors recommend clear definitions of parental stress, fixed points in time to assess 
parental stress, and an approach that highlights both parental strengths and 
weaknesses. Improved assessment can contribute to tailoring psychological care to 
those parents most in need. 
Shu-Chuan, Chia-Hsiung, Hsueh-Chih, & Thomas (2008) the study 
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investigated whether gender differences in the stressor, coping strategies, and how 
they associate stress and copings among 875 elderly patients undergoing hemodialysis 
in Taiwan. Chi-square tests, ANOVA and Structural Equation Modeling were used to 
attain the research purposes. The results found that the women had reported higher 
stress in response to physical and vessel problems and higher scores in using emotion-
oriented and support-seeking coping strategies, while the men reported higher stress 
in reproductive system functioning and higher score in using avoidance as a coping 
strategy. Furthermore, the results from SEM demonstrated that after controlling for 
patient characteristics, no statistical difference was found between the two groups 
with regard to their linking of stress and coping strategies. 
2-2-LOCUS OF CONTROL 
Margaret (1998) this study examined the relationship between stress, cancer, 
and cardiovascular diseases and locus of control as an intervening variable. A random 
sample of African Americans was interviewed using a phone survey to determine 
whether they had cancer and/or cardiovascular diseases within a five year period, and 
any stressful events they might have had prior to the onset of diseases. The findings of 
the study at the do reveal relationships between stressful life events, ideology, locus 
of control, personal control and cardiovascular diseases. A significant statistical 
interaction between stressful life events and personal control was found. Stress is 
associated with.cardiovascular disease only when combined with external personal 
control. 
Bourjolly (1999) used a comparative design to analyze the differences in 
health locus of control between black and white women with breast cancer. The 
findings suggest that the health locus of control among women in both groups tends to 
be external. They attributed control of their breast cancer to their physicians, to other 
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people, and to chance to a greater extent than to their own control. The findings point 
to the importance of assessing women with breast cancer for feelings of 
powerlessness and providing interventions that help them gain a sense of control 
regarding treatment decisions and prognosis. 
Shaw (2000) investigated the relationship of current PTSD symptoms and 
locus of control among women who experienced childhood sexual abuse. Results of 
this study indicated a positive correlation between current PTSD symptoms and 
external locus of control. 
Gibson, & Helme, (2000) their research suggests that as people age, they 
develop a more external locus of control by associating pain with the influence of 
powerful others or chance. At first glance, this finding might argue against 
psychological interventions in pain management in the elderly; however, research also 
indicates that external locus of control orientations can become more internal with the 
addition of psychologically based treatment. They further suggested that older people 
should be encouraged to develop an internal locus of control, which has been 
associated with more active and effective coping strategies, increased behavioral 
activities, improved self-efficacy, fewer depressive symptoms, and less pain in older 
adults 
Amstein (2000) suggests that chronic pain patients with a low sense of 
personal control are more likely to perceive themselves as disabled. He proposes that 
chronic pain patients should be encouraged to develop active coping strategies to 
increase self-efficacy and decrease perceived disability. 
Rybarczyk et al., (2001) study documents that psychoeducational 
programming decreases external locus of control and improves sleep, pain, and 
emotional disturbance in older adults. 
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Leiderman-Cerniglia (2002) investigating resistance to the development of 
PTSD in a sample of women undergoing treatment for breast cancer, noted that 
resistance to PTSD symptoms was associated with a greater degree of perceived 
social support and an internal locus of control. 
Susan, Gerben, Bijstra, Gideon, & Wim (2002) this study examines the wa\ 
coping styles and locus of control contribute to the prediction of psychosocial 
adjustment in adolescents with a chronic illness. Psychosocial adjustment of 84 
adolescents aged 13-16 years with a chronic illness was assessed with measures of 
social adjustment, global self-esteem and behavior problems. Linear regressions were 
performed with demographic factors (age and gender) and stress-processing factors 
(coping style and locus of control) as predictor variables. Results indicated that 
coping styles were related to most aspects of social adjustment. The coping styles 
'seeking social support' and 'confrontation' were important predictors for positive 
social adjustment; the coping style 'depression' was a predictor for poor adjustment, 
viz. low social self-esteem and high social anxiety. Avoidance and locus of control 
were not strongly associated with psychosocial adjustment. Clinical implications of 
these findings were discussed in terms of preventive interventions for adolescents 
with a chronic illness. 
Mei-Ling et al., (2003) in a study compared the health locus of control 
(HLOC) and perceived social support levels of 219 cancer patients and 122 acquired 
immunodeficiency syndrome (AIDS) patients. Further, the relationship between 
HLOC and social support was explored. Chinese versions of the Multidimensional 
Health Locus of Control Scale (MHLC) (Form B) and the Personal Resources 
Questionnaire (PRQ) (Part 2) were used. Results showed that AIDS patients have a 
higher internal HLOC than cancer patients. The perceived social support of cancer 
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patients was higher than that of AIDS patients. Social support was positivel> 
associated with internal HLOC and negatively associated with chance HLOC in both 
the samples. Implications of these results for nursing practice and future research are 
discussed. 
Holt, Clark, Kreuter, Rubio (2003) this study examined the relationship 
between spiritual health locus of control, breast cancer beliefs, and mammography 
utilization among a sample of 1,227 African American women from urban public 
health centers. Spiritual health locus of control was conceptualized as having an 
active and passive dimension, empowering individuals in their health beliefs and 
behaviors or rendering them to rely on a higher power (e.g., God) to determine their 
health outcomes, respectively. The active dimension was negatively associated with 
perceived benefits of mammography and positively associated with perceived barriers 
to mammography. The active and passive spiritual dimensions are distinct from 
internal and external health locus of control. 
Gerend et al., (2004) in the health field, older women with an internal locus of 
health control view particular health threats as more controllable or preventable. The 
resulting behavior was a lower perception of general susceptibility to disease. In the 
same study women with an external locus of control believed themselves to have a 
higher susceptibility to particular diseases because they viewed health risks as less 
preventable and controllable. 
Shelley, & Pakenham (2004) this study examined the interaction between 
illness severity, external health locus of control and general self-efficacy in relation to 
distress. Participants described a serious illness they experienced, and completed self-
report scales in relation to it. Results confirmed that chronic illnesses were associated 
with more distress than acute illnesses across the sample. Hierarchical multiple 
regression analyses supported the predicted effects on distress of a three-wa> 
interaction involving external health locus of control, general self-efficacy and illness 
severity (acute vs. chronic). Analysis of these results may assist in explaining 
inconsistencies in previous research, and offer a model for understanding the role of 
person variables in emotional distress. 
Tore, & Harold (2004) the effects of psychosocial, medical and treatment 
related factors upon change in health locus of control were studied in 369 surgical 
patients. Control beliefs were assessed prior to hospital admission and 4 months 
following discharge. The pre to post treatment correlations among the sub-scales 
ranged from 0.50 (intemality) to 0.59 (control of powerful others) indicating 
considerable intraindividual Instability in control beliefs over time. Path modeling of 
the latent control constructs indicated that education was associated with an increase 
in internal and a decrease in chance control. Increases in intemality were predicted by 
a positive relationship with physicians. The severity of the illness predicted an 
increase in chance control. Subjective stress predicted an increase both in powerful 
others and chance externality. 
Jennifer, Guy, Paul, & Dana (2005) although early detection is closely linked 
to survival of breast cancer, many women do not adhere to recommended screening 
guidelines. One of the most studied factors that contribute to women's screening 
behavior is their perceived risk of developing breast cancer. In this study, the authors 
examined contributions of general health locus of control and breast cancer-specific 
control to understanding perceived risk. Sixty-six healthy women with and without 
family histories of breast cancer participated in the study. The following were the 
central findings: (1) internal locus of control and breast cancer-specific control 
predicted perceived risk, as measured by the certainty of remaining free of breast 
72 
cancer, and (2) breast cancer-specific control mediated the relationship between 
internal locus of control and perceived risk. Findings suggest that significant relations 
between health locus of control and perceived risk variables may be overlooked in the 
absence of situation-specific measures. 
Bovbjerg, Duberstein, Montgomery, & Rowe (2Q05) after controlling tor 
marital status. Women with a family history of breast cancer perceived their risk of 
developing breast cancer as higher than those women without a positive family breast 
cancer history: Family history of breast cancer did not significantly predict Free of 
Breast Cancer perceived risk, they no longer found a significant main effect for 
internal LOC. 
Wendy, & Irwin (2005) Locus of control and self-esteem were examined as 
moderators of links between negative life events and psychological symptoms in 238 
young people 8 to 16 years old. Results indicated that locus of control buffered the 
effects of stressors on psychological symptoms, and the pattern of buffering did not 
differ by age or gender. Self-esteem buffered the link between Stressors and 
symptoms, but only for girls. Further analyses with girls only revealed a conjunctive 
moderation effect of locus of control and self-esteem: When faced with many 
negative life events, girls who have both an external locus of control and low esteem 
show the highest psychological maladjustment. 
Jamie, Alan, & William (2005) participants in the present study were 207 
patients with chronic kidney disease (CKD) who completed internal HLOC and 
depression measures at baseline and at an approximately 16-month follow-up period. 
Regression results indicated that after controlling for baseline level of depression, 
baseline internal HLOC was not a significant predictor of depression at follow-up. 
However, increases in internal HLOC over the 16-month follow-up were predictive of 
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depression at follow-up. Furthermore, this relationship was qualified by an interaction 
between change in internal HLOC and disease progression. These results suggest that 
changes in internal HLOC over time may be a particularly important determinant of 
adjustment for individuals whose chronic illness progresses or becomes life 
threatening. 
Malcame, Drahota, & Hamilton (2005) Health-related locus of control (HLC) 
beliefs are important predictors of health behaviors, but few studies have focused on 
chifdren, and rarely have ethnicity, gender, or income been considered. Caucasian 
American, Latino American, and African American children (N = 167) completed the 
children's Multidimensional HLC scales, measuring internal, powerful others, and 
chance beliefs. Latino American and African American children endorsed stronger 
chance beliefs than Caucasian American children; Caucasian American children 
showed a trend toward less belief in powerful others compared to African American 
children. Patterns for boys and girls were similar. For children from higher income 
families, African American children scored higher than Caucasian American or 
Latino American children on belief in powerful others and chance; there were no 
ethnic group differences at lower income levels. Results suggest ethnicity and family 
income levels may be more important than gender as determinants of children's HLC 
beliefs. 
Black (2005) this study examined the direct effects of locus of control and 
social support on stressors and adjustment, as well as the moderating effects of these 
variables on the relationship between stressors and adjustment, for a sample of 
American managers transferred to overseas positions in four Pacific Rim countries — 
Japan, Korea, Taiwan, and Hong Kong. Locus of control and social support had 
stronger direct effects on stressors than on adjustment. Mixed results were obtained 
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concerning the moderating effects of locus of control and social support on the 
relationship between stressors and adjustment. 
Michael, & Marianne (2005) delineation of the relationship between health 
locus of control (HLOC) and psychological adjustment in chronic disease has been 
hampered by the failure to consider the moderating effect of contextual factors. The 
extent to which HLOC beliefs match the control realities in a situation (Reality 
Matching hypothesis) as well as the degree of threat (Threat hypothesis) posed by the 
situation were hypothesized to moderate the HLOC-distress relationship. Distress, 
diesease severity (i. e., threat), and HLOC were assessed in 69 individuals with 
malignant disease undergoing evaluation for bone marrow transplantation. 
Hierarchical regression analyses indicated that the HLOC-distress relationship was 
moderated by disease severity and treatment history (i. e., whether an individual had 
failed prior cancer therapy). However, in some instances, the specific interaction 
relationships obtained differed from those evident in previous research with ESRD 
patients. It was concluded that there is no simple main effect relationship between 
HLOC beliefs and psychological adjustment. Rather, this relationship is best 
described by joint consideration of factors descriptive of the context in which the 
individual is embedded. 
Nai-Ying, & Su-Ting (2005) this study was to test Mishel's Theory of 
Uncertainty in Illness (1990) among women hospitalized with gynaecological 
diseases.The convenience sample consisted of 81 hospitalized women with 
gynecological diseases, who were invited to complete a set of self-administered 
questionnaires prior to receiving any treatment. Path analysis was used to determine 
the relationships of informational needs and the health locus of control with 
uncertainty. The study findings suggested that hospitalized women's information 
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needs are substantial, and they reported lower levels of uncertainty during 
hospitalization. Women's experience of uncertainty may be elevated by decreasing 
the informational needs as moderated by the beliefs that their health outcomes are 
under the control of chance. Three predictors in this model, i.e. informational needs 
moderated by the interaction of chance control, years of education, and number of 
treatments explained 30% of the variance of uncertainty of hospitalized women with 
gynecological diseases. The study findings suggest that healthcare professionals 
should carefully assess uncertainty levels among female patients with lower education 
and who believed that their health status depends upon external forces such as fate, 
luck, or chance. 
Carol, & Scott (2005) the health locus of control and well-being of 53 lupus 
patients were compared to samples of healthy individuals and samples of those with 
other chronic diseases. The SLE sample had more negative affect, more positive 
affect, and a stronger belief in powerful others locus of control than healthy 
individuals. A subgroup of SLE patients who could predict their flares was identified. 
They had significantly more experience with the disease and a greater belief in 
internal health control. Disease duration and socioeconomic status explained 
significant amounts of variance in powerful-others locus of control. The learned 
helplessness model was tested and the results suggested that symptoms impact on 
well-being while disease duration and predictability of flares impact on health locus 
of control. 
Tulin, &. Gulendam (2006) this study was aimed to reveal how social support 
and psychological well-being association might differ with locus of control 
orientation for chronically ill patients receiving a restrictive and unpleasant medical 
treatment (i.e., hemodialysis). Data were collected from 104 hemodialysis patients. 
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After controlling for the variance accounted for by gender and duration of dialysis, for 
patients with internal locus of control, lack of "perceived social support" was found to 
be associated with depressive symptoms. On the other hand, for patients with external 
locus of control, the same analysis revealed that lack of "satisfaction from the 
received social support" was associated with depressive symptoms. Thus, for 
hemodialysis patients the variables associated with depressive symptoms varied with 
their locus of control orientations. Furthermore, the present study underlined the 
importance of considering different aspects of social support while studying with 
chronically ill patients. 
Ronald, & Paul (2006) previous researches has found mixed support for the 
possibility that locus of control moderates the effects of life stress on depression. Two 
methodological, choices may have influenced previous findings: the use of a 
unidimensional rather than a multidimensional locus of control scale, and reliance on 
linear statistical methods using median splits. They attempted to correct these choices 
by using the Levenson IPC scale (1974) and multiple regression analyses in a female 
undergraduate population (N== 158). The results supported use of a multidimensional 
scale, since Stress, Intemality, and Powerful Others were found to have main effects 
on depression whereas Chance interacted with life stress. 
Fiori, Brown, Cortina, & Antonucci (2006) research indicates that religiosity 
is associated with better psychological health. However, some studies have shown 
negative effects of religiosity on psychological health. It was hypothesized that these 
contradictory findings may be due to the fact that different loci of control beliefs 
affect psychological health differently. The purpose of this paper was twofold: (1) to 
verify a model in which locus of control mediates the relationship between religiosity 
and life satisfaction, and (2) to examine whether this model varies b^agerggfjdet^and 
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race. Using Structural Equation Modelling to analyze Wave i of the Americans' 
Changing Lives dataset, this study confirms the mediation model and suggests that the 
relationship between religiosity and locus of control varies by gender and age. 
Yves et al., (2006) this study test the hypothesis that, in a communication 
skills training program, physicians with an 'internal' LOC would demonstrate 
communication skills acquisition to a greater degree than those with an 'external' 
LOC. A non-randomised longitudinal intervention study was conducted between 
January 1999 and April 2001. Sixty-seven volunteer physicians from private and 
institutional practice in Belgium participated in a learner-centred, skills-focused, 
practice-oriented communication skills training program. Communication skills 
changes were assessed in 2 standardised simulated interviews before and after training 
(one two-person and one three-person interview). Communication skills were 
assessed using the Cancer Research Campaign Workshop Evaluation Manual. 
Physicians' LOC was assessed using the Rotter I-E scale. Communication skills 
changes of the upper and lower third of physicians in respect of their scores on this 
scale were compared using group by time repeated measures of variance.Results: In 
the two-person and three-person interviews, changes in the use of open directive 
questions were more important among physicians with an "internal" LOC compared 
with changes observed among physicians with an 'external' LOC (P=0.066 and 
P=0.004, respectively). In the three-person interview, changes in the use of directive 
questions, assessing functions and .moderate feelings stated explicitly were more 
important among physicians with an 'internal' LOC compared with changes observed 
among physicians with an 'external' LOC (P= 0.001; P=0.002 and P=0.0I1 
respectively).Conclusion: This study shows that physicians' LOC is a psychological 
characteristic that could influence the efficacy of a communication skills training 
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program. This evidence supports the idea that a psychological characteristic such as 
'internal' LOC may facilitate communication skills acquisition through physicians' 
belief that communication with patients may be controlled by physicians themselves. 
Luigi, Giovanni, Antonio, & Maurizio (2007) in order to investigate the role 
of psychosocial variables and psychological vulnerability on adjustment to cancer, a 
study was undertaken on 157 cancer patients. Assessment of adjustment to cancer 
(Mental Adjustment to Cancer-MAC-scale), social support (Social Support Index), 
external locus of control (ELC scale), psychiatric history and present mental status 
(DSM-III- R) was carried out. The results indicated that the MAC dimension Fighting 
Spirit (FS) was related to low ELC and high social support, while an opposite 
association was shown for Helplessness (H) and Fatalism (F). According to MAC cut-
off scores, cases reported higher ELC and lower social support than non-cases. 
Patients with a lifetime history of emotional disorders, as well as a present DSM-111-R 
diagnosis, showed a style of mental maladjustment to cancer (low FS, high H, F and 
Anxious Preoccupation). The findings seem to confirm the utility of using the MAC 
in oncologic settings and the importance of prior psychological problems, present 
emotional disorders, external locus of control and inadequate interpersonal support in 
favouring less effective strategies of adjustment to cancer. . 
Bettencourt, Amelia, Lisa, Rebecca, & Steven (2007) examined the 
moderating influence of rural residence on the associations between health locus of 
control (HLC) beliefs and psychological well-being. Two hundred and twenty-four 
breast cancer patients were surveyed. The results revealed that rurality interacted with 
HLC beliefs in predicting psychological adjustment. The pattern indicated that, 
whereas endorsing external forms of locus of control can be detrimental to the 
psychological well-being of urban breast cancer patients, the same is not true for rural 
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breast cancer patients. For rural breast cancer patients, powerful others locus of 
control was beneficial for and chance locus of control was unrelated to well-being. 
Martin, & Anita, Gwyn, William, & Robert (2007) examined the relationship 
between beliefs about God as a controlling force in health and adherence to breast 
cancer screening among high-risk African American women. Belief in God as a 
controlling agent over health measured by the God Locus of Health Control (GLHC) 
scale; screening behaviors measured by self-report. Adherence was based on 
consensus-approved recommendations for BRCAl carriers or women at risk of being 
carriers. The findings show that Bivariate analysis indicated that presence of a 
primary care provider and low GLHC scores were associated with seeking clinical 
breast examination (CBE) and mammography. With the variable "presence of a 
primary care provider" excluded, GLHC scores were mversely associated with 
seeking CBE and mammography. African American women at increased risk for 
breast cancer and with high GLHC scores may have a decreased inclination to adhere 
to CBE and mammography recommendations. Assessing religious and spiritual 
beliefs and incorporating belief systems into education and counselling sessions may 
improve understanding and acceptance of presented material. 
Cornelia (2008) based on Taylor's theory of cognitive adaptation to cancer 
and on the distinction between psychological and social resources, we analyse 
whether optimism, internal health locus of control, self-esteem, purpose in life, and 
perceived availability of socia) support assessed prior to the commencement of 
chemotherapy predict concurrent subjective well-being (SWB), SWB at a 9-month 
follow-up, and change in SWB over time. Longitudinal data were collected from 163 
cancer patients. Analyses showed that social support, self-esteem, and to a lesser 
extent, optimism and purpose in life showed concurrent associations with SWB. In 
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addition, social support and purpose in life at Tl predicted improvement in SWB over 
time. However, when resources at Tl and T2 are included in the analysis 
simultaneously, only concurrent resources were related to SWB at T2 and to change 
in SWB over time. It is concluded that the effect of initial resources on change in 
SWB is mediated by the levels of later resources. 
2-3-PERSONALITY TYPE 
Eysenck (1988, 1991) investigated responses to stressors in the personality 
Types. They found stress-related differences between Types 1 and 2 compared to 
Type 4. Type 1 and Type 2 were more stressed in comparison to type 4 individuals. 
Schmitz's (1992) adult participants were asked about the ways in which they 
react to stressful situations, and certain ways of reacting to stress predominated in 
particular Individuals scoring in the top quartile on Types 1 and 2 both showed 
depressive reactions; Type Is tended to rely on others, and Type 2s showed 
aggressive behaviour in stressful situations. By contrast, Type 4s tended to accept the 
stressful situation, making more positive appraisals. He also found positive 
correlations between state-anxiety and Types 1, 2 and 6 scores, and a negative 
correlation between scores on state-anxiety and Type 4. 
Sanderman & Rancher, 1997; Temoshok (1987) their studies showed that 
Type C is more closely correlated with the progression of cancer, rather than with its 
onset. 
Phipps, & Srivastava (1997) the constructs of repressive adaptive style and 
avoidant coping (blimting) were assessed as possible explanatory factors for 
previously reported findings of lower self-reported depression in children with cancer. 
Pediatric oncology patients 7-16 years old (n = 107) and healthy control participants 
(n = 442) completed measures of depressive symptoms, trait anxiety, defensiveness. 
and approach and avoidant coping. Oncology patients scored significantly lower on 
measures of depression and trait anxiety, and higher on defensiveness. Applying the 
adaptive style paradigm, the oncology group showed a significant excess of 
repressors. Depressive symptoms differed as a function of adaptive style, with 
repressors demonstrating the lowest levels of self-reported depression. Children with 
cancer also reported greater use of blunting, but this difference was small and 
appeared unrelated to depression scores. Within the cancer group, repressive 
adaptation was unrelated to time elapsed since diagnosis. These findings are discussed 
with reference to the ongoing controversy regarding cancer-personality style 
associations. 
Alfred, Eric (1998) Type A behavior has been linked to high stress levels and 
the risk of eventual cardiovascular problems (i.e., coronary heart disease, CHD). Type 
A women displayed significantly better self-control then Type B women; the opposite 
result was disclosed for college men with Type As displaying poorer self-control than 
Type Bs. The question of whether risk-conferring Type A behavior would result from 
poorer self-control was answered in the affirmative. Self-control assumed moderator 
status; poorer self-control in both male and female Type As was associated with high 
levels of day-to-day stress relative to Type As with better self-control. Self-control 
did not influence stress level in Type Bs. This moderator effect suggests that only 
Type As who cannot contain their behavior within adaptive limits will be vulnerable 
to excessive stress and at risk for CHD. 
Johan, &. Dirk (1998) Patients with myocardial infarction (MI) with a 
decreased left ventricular ejection fraction (LVEF) have a poor prognosis, but the role 
of emotional stress in prognosis is not known. They hypothesized that emotional stress 
in these patients (1) is unrelated to the severity of cardiac disorder, (2) predicts cardiac 
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events, and (3) is a function of basic personality traits. They conclude that Personality 
influences the clinical course of patients with a decreased LVEF. Emotional distress in 
these patients is unrelated to disease severity but reflects individual differences in 
personality. Clinical trials should take a broad view of the target of intervention; 
assessment of LVEF and personality may identify patients at risk. 
Johan (1998) on follow-up, 12 patients (5%) had been diagnosed with cancer 
(9 cancer deaths).Development of cancer was unrelated to cardiac pathology but was 
associated with age, poor exercise tolerance, pessimism and anxiety. The rate of 
cancer was 8}60~13% for men with a distressed personality (type-D) and 4} 186 2% 
for non-type-D men (P~Q±002); rate of cancer death was 10% and 2%, respectively 
(P~0±007). Type-D refers to the interaction between high negative affectivity and 
high social inhibition. Regression analysis yielded older age (odds ratio 4±6, 95% CI 
1±5±14±3) and type-D (odds ratio 7±2, 95% CI 2±9±18±1) as independent prognostic 
factors for cancer. They conclude that Type-D personality was a prognostic factor for 
the development of cancer in men with established CHD. Psychosomatic research 
should take a broad enough view of the specifc and the global psychosocial variables 
that may play a role in both cancer and CHD. 
Hatfield et al., (2000, 2002) examined the responses of individuals exposed to 
stressors. They investigated reactions to aircraft noise in different Grossarth-Maticek 
personality Types as part of the Sydney Airport Health Study. Noise is considered a 
potent envirormiental stressor. Just prior to proposed runway changes, participants 
were selected in areas around Sydney airport that were either high or low noise areas 
that would remain unaffected by the changes. The 70-item SIRI ("yes/no" response, 
Grossarth-Maticek & Eysenck (1990) was also administered. In high noise areas. 
Type 2 scores correlated with increased reaction to noise and noise-related symptoms 
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(e.g., headache, irritability, difficuUy sleeping, nervousness). In low noise areas, I ype 
2 scores correlated with symptoms and Type 1 scores correlated with increased 
reaction and symptoms. T-tests showed that individuals classified as Type Is had 
higher scores on depression than Type 4s, in both the high and low noise areas, while 
Type 2 individuals had higher depression and anxiety scores than Type 4s in the high 
noise area. 
Job et al., (2000) in an investigation of responses to laboratory-based stressors 
in Grossarth- Maticek personality Types, participants were exposed to recordings of 
transport noise while they completed Mensa puzzles and unsolvable anagrams. Heart 
rate was measured before, during and after the stress-induction tasks, and correlated 
with Grossarth-Maticek scores. The 70-item Grossarth-Maticek Personality Stress 
Inventory. They foimd high scores on Types 1 and 2 were significantly positively 
correlated with depression and anxiety, and Type 2 scores were also positively 
correlated with stress as measured by the Depression, Anxiety and Stress scale. 
Neither pre-task (reflecting earlier life-stress) nor post- minus pre-task heart rate 
correlated significantly with scores on any of the personality Types. 
Terada et al., (2000) examined the relation between rationality/ 
antiemotionality, measured using scales translated from the Crvenka study and self-
report history of disease and CHD/cancer mortality. Results were somewhat 
inconsistent with the Grossarth-Maticek predictions have, e.g., higher rationality 
being related to lower disease. 
Matthews et al., (2003) Scores on emotional liability were shown to be higher 
in people reporting more than 1 disease than those with singular diseases. This result 
suggests that the revised scales 1 and 2, which are supposed to correspond to Types 1 
and 2, have some predictive power in relation to disease generally, even if each 
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"Type" was not predictive of specific diseases. 
Hirokawa, Nagata, Takasuka, & Shimizu, (2004) investigated the relation 
between rationality/antiemotionaiity. Tlieir results were consistent to that of Terada, et 
al., (2000), and inconsistent to that of Grossarth-Maticek. 
Harper (2004) In Personality-Guided Therapy in Behavioral Medicine, Harper 
integrates a broad research base on how personality type interacts with and affects the 
course of common medical conditions such as cancer, diabetes, and cardiovascular 
disease. Using Theodore Millon's personality-guided psychotherapy as a framework, 
he illuminates why and how patients with specific personality attributes interact with 
their health care providers, make lifestyle choices that affect the course of disease, 
make use of psychosocial supports, and cope with the demands of illness as well as 
treatment. 
Yousfi et al., (2004) Correlations between personality measures and self-
reported data on health status were examined in a sample of 5133 men and women, 
aged between 40 and 65. A wider range of diseases was studied than is typical. Small 
but theoretically meaningful correlations with personality were found for some 
diseases. Personality syndromes of Emotional Lability, Type A Behaviour, 
Behavioural Control, Locus of Control over Diseases and Psychoticism were 
distinguished factorially. Emotional Lability appeared to be the most robust predictor 
of general disease vulnerability. Some small but significant associations between 
specific illnesses and Type A and Behavioural Control were also found. 
Nagano, Nagase, Sudo, & Kubo (2004) in a cross-sectional study examined 
the association between the severity of chronic hepatitis C and the type 1 personality, 
which has been shown by Grossarth-Maticek to be strongly related to the incidence of 
cancer and mortality. Sixty-nine patients with chronic hepatitis C completed the Stress 
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Inventory, a self-report questionnaire to measure psychosocial stress and personality, 
and was classified into three groups according to hepatitis severity: group A, chronic 
hepatitis C with a normal serum alanine aminotransferase level; group B, chronic 
hepatitis C with an elevated alanine aminotransferase level; and group C. liver 
cirrhosis. Each of four scales related to the type 1 personality—low sense of control, 
object dependence of loss, unfulfilled need for acceptance, and altruism—was 
significantly and positively associated with hepatitis severity. The type 1 score, 
calculated as the average of these scales, was also strongly related to hepatitis severity 
(p<0.0001), and adjustment for age, sex, education level, smoking, drinking, and 
duration brought no attenuation into the association. Chronic psychosocial stress 
relevant to the type 1 personality may also influence the course of chronic hepatitis C. 
Caponecchia (2005) Grossarth-Maticek and colleagues presented longitudinal 
evidence for personality Type being related to disease. Type Is (cancer prone) and 
Type 2s (CHD prone) were proposed to be dependent on others, in contrast to the 
autonomous Type 4s, who had a lower mortality rate at follow-up. Stress was the 
mechanism proposed to account for the effects of personality on disease, yet this 
claim has not been systematically investigated. Four studies compared responses of 
Type 1, 2 and 4 individuals to stress and non-stress tasks. Types 1 and 2 showed 
increased salivary Cortisol responses to an uncontrollable maths stress task (relative to 
control) compared to Type 4s, and scored higher on perceived stress, state-anxiety, 
and measures of negative mood, consistent with the implications of the Grossarth-
Maticek hypothesis. No significant differences were evident between the Types in 
response to progressive muscle relaxation, suggesting stress is necessary for Type 
differences to emerge. Further, Types 1 and 2 responded differently to different 
stressors (maths vs. exam), arguing against criticisms that Types 1 and 2 are 
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indistinguishable. The relation between Grossarth-Maticek Type subscales was 
further clarified through their correlations with each other (controlling for mood, 
stress and social desirability), and with the Lifestyle Defense Mechanisms (LDM) 
inventory, a psychometric refinement of the Grossarth-Maticek scales. A prospective 
study examining mortality rates in a sample exposed to environmental noise stressors 
revealed no prediction of death or cause of death by Grossarth-Maticek Type. This 
may have been due to the relative youth of the sample, short (7 year) follow-up 
period, and consequently low death rate. The current research is the first to show 
different responses to different stressors between Types 1 and 2, and revealed 
converging evidence for the claim that stress is the mechanism for Type effects on 
disease. Additionally, theoretical issues in conceptions of stress, and models of the 
relation between the Types, stress and disease were considered. This project suggests 
that after a history of criticisms, the Grossarth-Maticek typology should be re-
considered for its public health implications, and along with the LDM inventory, 
should be considered for further investigation of the relation between personality 
variables and disease. 
Nagano, Ichinose, Asoh, Ikeda, Ohshima, Sudo, & Kubo ( 2005 ) in this study 
68 limg cancer patients were scored on the Types 1, 4, and 5 personality scales of the 
Short Interpersonal Reactions Inventory and were followed until the date of death or 
were censored at a maximum of 5.7 years after entry. The stage at diagnosis tended to 
be higher in patients with a high Type 1 or a low Type 4 score. A univariate Cox 
proportional hazards model showed that a high tendency toward Type 1 or Type 5 
was related to an increased hazard of death. Adjustment for age, performance status, 
and stage, however, attenuated the relation to Type 1, leaving only Type 5 as a 
significantly related personality factor. A high Type 5 tendency may predict poor 
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survival in lung cancer patients, whereas Types 1 and 4 may not be independent 
predictors. 
Gerry, Lennart, Gulli, Ann-britt, Bjom, Goran, Margareta (2006) the aim of 
this study was to scrutinize the relationship between personality type as described by 
Grossarth-Maticek and Eysenck, health-related behaviours, and indicators of 
transitory ill health in a community sample. The sample consisted of all per sons aged 
40 years (45 men and 35 women) in a Swedish municipality who agreed to take part 
in a health examination at the primary health care centre of the municipality. The 
Short Interpersonal Reactions Inventory (Grossarth-Maticek and Eysenck, 1990) was 
used to measure personality type. Self-report data were obtained regarding seven 
health-related behaviours. Health was assessed in three ways; self-report (paper and 
pencil), self-report (interview response to physician), and measures of 36 biological 
variables including immune system indicators. The allocation of persons to the 
different personality types proved problematic using the established methods. By 
combining the types, according to Eysenck's personality model, and performing a 
cluster analysis on this combination, a healthy and a stressed profile were identified 
within both the male and the female group of subjects. Persons in the healthy 
personality cluster showed more favourable scores on the health-related behaviour 
indices and on the self-report health scales than the persons in the stressed cluster. 
They also tended to score lower than those in the stressed cluster on most of the 
biological markers known to increase during acute stress. The possibility that this 
implies a higher level of strain for the persons in the stressed cluster on various bodily 
systems is discussed. 
Hernandez 1, Parga, &. Aznar (2007) a study was carried out with 501 persons 
to analyze the predictive capacity of various psychosocial variables—symptom 
perception, neiiroticism, Personality Types 2 and 4 of Grossarth-Matieek and 
l-A'senck, beliefs about health, social support, or certain coping styles—on two health-
related behaviors: the frequency of visits to the doctor and self-medication. The 
results were analyzed by two structural equation models that revealed that some of the 
variables have direct effects on the behaviors, whereas other variables, such as 
attribution style, coping styles, or the impact of the stressors, have indirect effects via 
the reported symptoms or neuroticism. In addition, self medication and the frequency 
of health service visits are independent of each other, which show that their 
determinants are different. It is concluded that to address these factors in the two 
health indicators, it is also necessary to take in account the psychosocial variables 
considered herein. 
2-4 SOCIAL SUPPORT: 
Hagedoorn, Kuijer, Buunk, DeJong, Wobbes, & Robbert (2000) this cross-
sectional study assessed 3 ways of providing spousal support. Active engagement 
means involving the patient in discussions and using constructive problem-solving 
methods; protective buffering means hiding one's concerns; and overprotection refers 
to underestimation of the patient's capabilities, resulting in unnecessary help and 
excessive praise for accomplishments. Ratings of received spousal support by 68 
patients with cancer revealed findings similar to those of partners' ratings of provided 
support. The positive association between active engagement and the patient's marital 
satisfaction was stronger for patients with a rather poor psychological and physical 
condition than for those with a rather good condition. Furthermore, protective 
buffering and overprotection were negatively associated with marital satisfaction only 
when patients experienced relatively high levels of psychological distress or physical 
limitations. 
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Lehto-Jamstedt (2000) the person's own subjective experiences of tiie 
supportiveness of the relationships are positively related to health outcomes. Social 
support protects the individual from the potentially harmful effects of stress and thus 
enhances coping. Besides, cancer related stressors, cancer patients may 
simultaneously experience various additional stress causing factors. The health 
consequences of the psychological stress processes may surface as various physical 
and/or psychosocial health outcomes. Factors in the psychological stress processes, 
namely experienced social support, coping with illness, Type C personality related 
anger expression, experienced cancer and non-cancer stressors, psychological and 
physical symptoms, well-being, breast cancer specific symptoms, and depression were 
measured in a consecutive sample of 72 melanoma (36 women, 36 men) and 103 
breast cancer patients 3 - 4 months after diagnosis. The mere existence of a source of 
support, when the patient had it, was felt to be supportive. An increase in the number 
of members in a support source did not increase the support experienced. Experience 
of the amount of support was quite similar irrespective of its source. Breast cancer 
patients experienced more support than melanoma patients, which may be due to the 
amount of cancer treatment received. There were hardly any gender differences. 
Functional support was distinguished according to sources of support, whereas 
division by function (emotional and practical) was weaker and not present in every 
source. The effect of experienced social support, anger expression, stressors, and age 
on coping was investigated by stepwise regression analysis (RA). Each of these 
factors had an influence on coping with cancer. In melanoma, social support predicted 
in RA coping with the disease. Among men the influence was stronger than among 
women, whereas in breast cancer, the predicting power of social support was weaker. 
All the coping patterns were affected by social support. More support led in RA to 
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more use of other coping patterns in general, but decreased the two escape-avoidance 
patterns. The influential sources of social support differed between genders. In men, 
the most influential sources of social support were other patients and acquaintances, 
whereas in women, the most influential source of support was friends. Support from 
spouse and family had only a minor effect on coping with cancer, and support from 
nurses had none. Anger expression factors did not explain away the influence of 
experienced social support on coping, but had an additional effect. Anger expression 
traits showed only weak connections to experienced social support. Non-cancer 
stressor load increased coping with cancer. Patients with adjuvant treatment 
experienced more support from several sources than patients who had only had 
surgery. Furthermore, the effect of the factors in the psychosocial stress processes on 
reported symptoms and well-being of the patients was also investigated by stepwise 
regression analysis (RA). Differences in the symptoms reported were explained by 
psychological factors in the stress processes, not by differences in the cancer type or 
treatment. The effect was stronger in melanoma and differed between genders. In the 
RA model, the effect of psychological stress processes on overall symptoms was 
strong, but minor on breast cancer specific, i.e., breast area symptoms. Psychological 
symptoms were increased by more Behavioral Escape-Avoidance in melanoma, more 
Cognitive Escape-Avoidance in breast cancer, more anger-out trait in men, more 
anger control trait in breast cancer, and greater number of negative non-cancer life 
events in both female groups. Patients with more non-cancer stress reported more 
physical symptoms. Behavioral Escape-Avoidance strongly predicted greater reported 
depression. In breast cancer, more depression was predicted by several variables. The 
presence of adjuvant cancer treatment was associated with more depressive 
symptoms. The results obtained concur with the hypotheses about factors involved in 
or influencing the psychological stress processes in chronic diseases. The only 
distinguishing psychosocial factor between the investigated cancer groups was the 
amount of experienced social support, which was higher when there had been more 
medical cancer treatment (operation only versus operation plus adjuvant treatments). 
This might have led to the observed differences between the two cancers and, further, 
to the changes in the psychological stress processes and in the amounts of symptoms 
reported. Adjuvant medical cancer treatments may have had an additional effect by 
producing more experienced social support, and, as a result, the patients with 
operation only gained something less in the psychosocial field of cancer care. The 
results permit the conclusion that adjuvant psychosocial cancer treatment 
(psychosocial intervention) - if it increases experienced social support - may benefit 
patients by helping them to cope with cancer. This may be especially beneficial for 
patients who do not receive adjuvant medical cancer treatment, and consequently, do 
not receive social support through this extra attention 
Helgeson, Cohen, Schulz, Yasko (2000) Research on the benefits of social 
support groups has been inconclusive. One reason is that individual differences in 
intervention responses have rarely been examined. The authors determined the extent 
to which individual difference variables moderated the effects of an information-
based educational group and an emotion-focused peer discussion group on the mental 
and physical functioning of women with breast cancer (n = 230). The authors 
administered the SF-36 (Ware, Snow, Kosinski, & Gandek, 1993), a multidimensional 
quality of life instrument, pre- and postintervention. Educational groups showed 
greater benefits on the physical functioning of women who started the study with 
more difficulties compared with less difficulties (e.g., lacked support or fewer 
personal resources). Peer discussion groups were helpful for women who lacked 
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support from their partners or physicians but harmful for women who had high levels 
of support. 
Sherman, Bonanno, Weiner & Battles (2000) found that children who 
disclosed and discussed their HIV/AIDS status to friends during a 1 year period of 
study showed greater increases in immune response compared to children who had 
not disclosed their HIV/AIDS status. 
Alferi, Carver, Antoni, Weiss, & Duran (2001) relationships between distress 
and perceived availability of social support were examined in 51 Hispanic women 
being treated for early stage breast cancer. Distress and different types (emotional, 
instrumental) and sources (spouse, women family members, other family members, 
and friends) of support were measured at presurgery, postsurgery, and at 3-, 6-, and 
12-month follow-ups. Emotional support from friends and instrumental support from 
spouse at presurgery predicted lower distress postsurgery. No other prospective 
benefits of perceived support emerged. Distress at several time points predicted 
erosion of subsequent support, particularly instrumental support from women in the 
family. In contrast to the adverse effects of distress (and independent of them), 
illness-related disruption of recreational and social activities at 6 months elicited 
greater support at 12 months. 
Kazak, Prusak, McSherry, Simms, Beele, Rourke, Alderfer, & Lange, (2001) 
examined the development and construction of the Psychosocial Assessment Tool 
(PAT), which screens families of newly diagnosed pediatric oncology patients for 
potential risks for elevated distress during treatment. 107 families of patients with 
cancer (aged 0-18 yrs) completed the PAT to assess the potential risk domains of 
family resources, social support, child knowledge, child emotional and behavioral 
concerns, marital and family problems, and family beliefs. Results show that 5-30% 
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of families provided responses possibly indicating risk for ongoing psychosocial 
difficulties. Four to 24% of families were classified as having low support in the 4 
categories of emotional, financial, informational, and assistance difficulties. Reported 
incidence of alcohol and substance use was low, at 2%. Probable high-risk families 
reported that: (1) they seek and use the others' opinions less; (2) they play to win; and 
(3) they believe "what will be will be". These families also expected a disaster around 
every comer and were less likely to find people trustworthy. Findings suggest that 
PAT provides a feasible format for screening potential psychosocial risk in families of 
newly diagnosed pediatric oncology patients. 
Wellman and Frank (2001) women are more involved in the exchange of 
social support than men. They are more involved in emotionally intimate relationships 
and are more likely to mobilize social support during periods of stress than men. 
Fogel, Albert, Schnabel, Ditkoff, Neugut (2002) many web sites offer 
information to breast cancer patients, who are increasingly using these sites. The 
authors investigated the potential psychological benefits of Internet use for medical 
information by breast cancer patients. Of the 251 women approached, 188 were 
successfully interviewed (74.9%). Forty-two percent used the Internet for medical 
information related to breast health issues and did so for an average of 0.80 hr per 
week. The Interpersonal Support Evaluation List and the UCLA Loneliness Scale, 
with results controlled for covariates, showed that Internet use for breast health issues 
was associated with greater social support and less loneliness than Internet use for 
other purposes or nonuse. Breast cancer patients may obtain these psychological 
benefits with only a minimal weekly time commitment. 
John, Shelley, Margaret, & Gail (2002) assessed Social support with a 
shortened version of the Social Support Questionnaire (Sarason, Levine, Basham, & 
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Sarason, 1983). At the baseline interview, the participants ranged in age from 19 to 
62, with a mean age of 37 years {SD = 8.20). The women had known of their HIV 
status for a mean of 4.65 years {SD = 3.14). The mean level of social support 
reflected, on average, "quite a bit" of support received from the three people each 
woman selected. Higher levels of social support were associated with fewer HIV-
related negative changes (r = -.16, p < .05), lower depression (r = -.16, p < .05), 
greater optimism (r = .20, p < .05), and fewer lifetime traumas (r = -.19, p < .01). 
Social support was not significantly correlated with HlV-related positive changes. 
Feaster, & Szapocznik (2002) this study makes a theoretical contribution to 
stress process research by using a systemic approach to contextualize individual 
outcomes within the framework of other family members' experience. Utilizing a 
mixed model approach, indicators of the stress process of urban low-income HIV^ 
African American recent mothers were found to affect the psychological distress and 
perceived adequacy of coping of multiple other family members. These relationships 
were found to be strongest proximal to birth and to be exacerbated by HIV infection. 
Social support to the mother was found to have differential effects depending on 
whether it was from the immediate family or outside sources. HIV infection of the 
recent mother was found to affect family members both through relationships of the 
mother's stress process and through their own coping responses. 
Lepore, Helgeson, Eton, & Schulz (2003) men who were recently treated for 
prostate cancer (N=250) were randomly assigned to a control group, a group 
education intervention (GE), or a group education-plus-discussion intervention 
(GED). Both GE and GED increased prostate cancer knowledge. In the year 
postintervention, men in the GED condition were less bothered by sexual problems 
than men in the control condition, and they were more likely to remain steadily 
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employed (93.0%) than men in the GE (75.6%) or control (72.5%) conditions. Among 
noncollege graduates, GED and GE resulted in better physical functioning than the 
control condition, and GED resulted in more positive health behaviors than the 
control or GE condition. Among college graduates, controls were comparable with the 
GE and GED groups in physical functioning and positive health behaviors. 
Trunzo, & Pinto (2003) Breast cancer patients can experience emotional 
distress as a result of diagnosis and treatment. Higher levels of optimism and social 
support are associated with less emotional distress in cancer patients. This 12-month 
prospective study followed 69 women who had completed treatment for Stages 0-11 
breast cancer. At 3-month intervals, participants completed measures of mood 
disturbance, optimism, and social support. As hypothesized, affective social support 
mediated the relationship between optimism and distress in early-stage breast cancer 
survivors at baseline and 6 months but not at 1 year. In contrast, confidant social 
support did not mediate the optimism-distress relationship at any time point. 
Fernandez, Geller, & Catherine (2003) increasing perceived social support 
may be an important strategy for preventing the development of depression, especially 
for individuals who are vulnerable to depression because of the stressors they face, 
inadequate coping skills, or depressogenic thinking styles. 
Manne et al., (2003) examined the role of family and friend support in 
moderating the association between partner unsupportive behaviors and avoidance 
coping and coping efficacy experienced by women with breast cancer. This study also 
evaluated whether partner unsupportive behaviors had an indirect effect on patient 
distress via patient avoidance coping and coping efficacy. One hundred and forty 
women with recently diagnosed breast cancer who were either married or in 
cohabiting relationships participated. Results,of structural equation analyses supported 
96 
a moderational role for family and friend support on the association between partner 
unsupportive behaviors and coping efficacy. Among women who had high support 
from family and friends, partner unsupportive behaviors were not significantly 
associated with patient avoidance and coping efficacy appraisals. Among women who 
had low support from family and friends, partner unsupportive behaviors were 
strongly associated with greater avoidance and poorer estimates of coping efficacy. 
However, findings regarding the indirect effects of partner unsupportive behavior on 
patient distress via avoidance and coping efficacy were* inconsistent. The findings 
underscore the importance of testing moderated models of social support. 
Scott, Halford, & Ward (2004) Cancer diagnosis affects the psychological 
well-being of both patients and their partners, and effective coping has been suggested 
to be a conjoint process of mutual support. Ninety-four married women with early 
stage cancer and their partners were randomly assigned to couples-based coping 
training (CanCOPE), individual coping training for the woman, or a medical 
education control. Couples' observed support communication and self-reported 
psychological distress, coping effort, and sexual adjustment were assessed at 
diagnosis, after cancer surgery, and at 6- and 12-month follow-ups. CanCOPE 
produced significant improvements in couples' supportive communication, reduced 
psychological distress and coping effort, and improved sexual adjustment. Training in 
couples rather than individual coping was more effective in facilitating adaptation to 
cancer. 
Schmidt, & Andrykowski (2004) cognitive and emotional processing is seen 
as critical to successful adjustment to traumatic experiences, such as breast cancer. 
Cognitive and emotional processing can be facilitated by dispositional and social 
environmental factors. Emotional intelligence is a dispositional characteristic defined 
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as the ability to understand, accurately perceive, express, and regulate emotions (J. D. 
Mayer & P. Salovey. 1997). This study investigated psychological adjustment as a 
function of emotional intelligence, social support, and social constraints in 210 
patients recruited via postings to Internet-based breast cancer support groups. 
Regression analyses indicated high social constraints and low emotional intelligence 
were associated with greater distress. Evidence suggested high emotional intelligence 
could buffer against the negative impact of a toxic social environment. Results 
support a social-cognitive processing model of adaptation to traumatic events and 
suggest consideration of emotional intelligence may broaden this model. 
Helgeson, Snyder, Seltman (2004) the goal of this study was to identify 
distinct trajectories of adjustment to breast cancer over 4 years as well as to 
distinguish among the different trajectories. The mental and physical functioning of 
287 women with breast cancer who remained alive and disease free through 4 years of 
follow-up were examined. The majority of women showed slight and steady 
improvement in functioning with time, but subgroups of women were identified who 
showed marked improvement and marked deteriorations over time. Age successfully 
distinguished different trajectories of physical functioning. Indices of personal 
resources (i.e., self-image, optimism, perceived control) and social resources (i.e., 
social support) successfully distinguished different courses of mental and physical 
functioning. 
Manne, Sherman, Ross, Ostroff, Heyman, & Fox (2004) this study examined 
associations between couple communication about cancer and psychological distress 
and relationship satisfaction of women diagnosed with early stage breast cancer. One 
hundred forty-eight couples completed a videotaped discussion of a cancer-related 
issue and a general issue. Patients completed measures of psychological distress and 
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relationship satisfaction. Videotapes were coded with the Rapid Marital Interaction 
Coding System (Heyman & Vivian, 1997). Analyses focused on partner responses to 
patient self-disclosures. During cancer-issue discussions, patients reported less 
distress when partners responded to disclosures with reciprocal self-disclosure and 
humor and when partners were less likely to propose solutions. Fewer links between 
partner responses to patient self-disclosures and distress were found in general-issue 
discussions. Results suggest partner responses play a role in women's adaptation to 
breast cancer. 
Reynolds, Perrin (2004) emotional support is known to provide psychosocial 
benefits for women with breast cancer, but women can experience a mismatch 
between support that is wanted and support that is received from their personal 
supporter. The role of wanted and unwanted support in psychosocial adjustment was 
examined in 79 women recovering from breast cancer. Four distinct patterns of 
desired support actions were found using cluster analysis. Patterns of wanted support 
were not related to better or worse psychosocial adjustment. However, a misalignment 
of support between the provider and the receiver significantly influenced psychosocial 
adjustment, and unwanted but received support (support commission) was uniquely 
associated with poor psychosocial adjustment. Clinical interventions using the support 
instrument could help match support providers' actions to receivers' preferences. 
Messina, Lane, Glanz, West, Taylor, Frishman, & Powell (2004) direct and 
interactive effects of social support, social burden (caregiving, negative life events, 
and social strain), education, and income on repeated use of breast cancer screening 
among a large (N=55,278), national sample of postmenopausal women participating 
in the Women's Health Initiative observational study were examined. Repeated 
screening decreased as emotional/informational support and positive social 
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interactions decreased (ps<.01). Repeated mammography decreased with frequent 
caregiving (p<.01). Less social strain reduced the frequency of repeated breast self-
examinations (BSEs; ps<.01), but frequent caregiving and more negative life events 
increased repeated use of BSE (ps<.01). Interactive effects suggested that 
emotional/informational but not tangible support is associated with repeated 
mammography and clinical breast examinations (ps<.Or) and may be particularly 
important among low-income older women, especially those burdened by caregiving. 
Norton et al., (2004). a study to identify the prevalence of psychological 
distress among women with ovarian cancer and to examine the association between 
these symptoms of distress and demographic and medical variables. Approximately 
one fifth of women reported moderate to severe levels of distress, and more than half 
reported high stress responses to their cancer and its treatment. Most participants 
(60%) were not using any mental health services or psychotropic medications. There 
was also evidence to suggest that younger patients, patients with more advanced or 
recurrent disease, and patients who had more recently been diagnosed with ovarian 
cancer experienced greater psychological distress. 
Smedslund, Ringdal (2004) this study provided a quantitative summary of 
effects of psychosocial interventions on cancer survival, and to present an overview 
of methodological and reporting aspects of the studies. Interventions using individual 
treatment (n = 3) were, however, found to be effective (HR: 0.55, 95% CI: 0.43-0.70) 
but interventions using group treatment (n = 9) were ineffective (HR: 0.97, 95% CI: 
0.73-1.27). Group treatments of breast cancer (n = 6) were ineffective (HR: 0.95, 
95% CI: 0.69-1.31). A definite conclusion about whether psychosocial interventions 
prolong cancer survival seems premature. 
Denton, Prus. & Walters (2004) showed that social support, as measured here. 
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interacted with gender in explaining distress, the effect being more negative for males 
than females. Bert (2004) this study concluded that there is not any psychological 
factor for which an influence on cancer development has been convincingly 
demonstrated in a series of studies. Only in terms of 'an influence that cannot be 
totally dismissed, some factors emerged as most promising. Helplessness and 
repression seemed to contribute to an unfavorable prognosis, while denial/minimizing 
seemed to be associated with a favorable prognosis. Some, but even less convincing 
evidence, was found that having experienced loss events, a low level of social 
support, and chronic depression predict an unfavorable prognosis. The influences of 
life events (other than loss events), negative emotional states, fighting spirit, stoic 
acceptance/fatalism, active coping, personality factors, and locus of control are minor 
or absent. A methodological shortcoming is not to have investigated the interactive 
effect of psychological factors, demographic, and biomedical risk factors. 
Margot (2004) describes stress exposure among Canadians aged 18 or older 
and analyzes short- and long-term associations with psychological distress and 
chronic conditions. The buffering role of emotional support is also explored. Women 
reported more stress than did men. For both sexes, stress levels were higher among 
the less educated, less affluent, and previously married. The level of psychological 
distress in 1994/95 and the prevalence of chronic conditions were related to stress, as 
were increases in distress over the next six years and the likelihood of having been 
diagnosed with chronic conditions. 
Paradies (2004) sixteen intervention studies were made. Six were randomized 
controlled trials, one was a retrospective cohort study and the remaining nine were 
demonstration studies. Eleven involved African Americans, four Indigenous 
Australians and one Native Americans. Intervention activities included transcendental 
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meditation, progressive muscle relaxation, focused support groups, empowerment 
programs, yoga and aerobics, biofeedback relaxation, psycho educational group 
experience and stress reduction workshops. These interventions were associated with 
improved outcomes such as decreased over-all and cardiovascular mortality, artery 
thickness, blood pressure, heart rate and cardiac output, depression, neuroticism and 
sleep dysfunction as well as increased energy, general mental health and health locus 
of control. 
Manne, Ostroff, Winkel, Fox, Grana, Miller, Ross, & Frazier (2005) this 
study examined the efficacy of a couple-focused group intervention on psychological 
adaptation of women with early stage breast cancer and evaluated whether perceived 
partner unsupportive behavior or patient functional impairment moderated 
intervention effects. Two hundred thirty-eight women were randomly assigned to 
receive either 6 sessions of a couple-focused group intervention or usual care. Intent-
to-treat growth curve analyses indicated that participants assigned to the couples' 
group reported lower depressive symptoms. Women rating their partners as more 
unsupportive benefited more from the intervention than did women with less 
unsupportive partners, and women with more physical impairment benefited more 
from the intervention group than did women with less impairment. Subgroup analyses 
comparing women attending the couple-focused group intervention with women not 
attending groups and with usual care participants indicated that women attending 
sessions reported significantly less distress than did women receiving usual care and 
women who dropped out of the intervention. 
Manne, Ostroff, Winkel, Grana, & Fox (2005) this 18-month longitudinal 
study examined the associations among partner unsupportive behavior, avoidant 
coping, and distress experienced by 219 women with early stage breast cancer. The 
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role of patient and partner ratings of unsupportive behavior were evaluated. Results 
indicated that patient and partner ratings of unsupportive behavior were highly 
correlated. Growth curve modeling suggested that unsupportive behavior, from both 
patient and partner perspectives, predicted more avoidant, coping and distress. When 
partner and patient perceptions were placed in the same model, patient perceptions 
mediated the association between partners' ratings of their unsupportive behavior and 
patient distress. Avoidance also mediated the association between unsupportive 
behavior and distress, extending prior cross-sectional findings. Results highlight the 
long-term detrimental effects of partners' unsupportive behavior on the quality of life 
of women with early stage breast cancer. 
Norton, Manne, Rubin, Hernandez, Carlson, Bergman, & Rosenblum (2005) 
although research has indicated that illness-related and interpersonal stress are 
associated with greater psychological distress among cancer patients, little empirical 
attention has been given to mechanisms that accoimt for these relationships. In the 
present study, 2 mechanisms for the association between illness-related stress 
(physical impairment) and interpersonal stress (family and friend unsupportive 
responses) and psychological distress of 143 ovarian cancer patients were examined 
cross-sectionally. Separate structural equation models tested whether physical 
impairment impacted patients' distress via decrements in perceived control over their 
illness and whether unsupportive behaviors impacted patients' distress via decrements 
in patients' self-esteem. Results supported the proposed models and suggest that 
perceived control and self-esteem are 2 mechanisms for explaining how illness-related 
and interpersonal stress may be associated with psychological distress among women 
with ovarian cancer. 
Gilbar (2005) the study examines the associations among coping strategies 
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(emotion focused and problem focused), coping resources (internal resources, namely 
personal attributes, e.g., age and education; and informal social support), stage of the 
disease (I-IV), and the effect of these factors on psychological distress in 64 Israeli 
breast cancer patients 2 to 4 months after diagnosis. The main findings indicate a 
significant positive correlation between emotion-focused strategies and level of 
distress (i.e., patients with an emotion-focused strategy had a high level of 
psychological distress) and significant negative correlations between social support 
and level of distress and between amount of education and emotion-focused 
strategies. Moreover, the tendency to use emotion-focused strategies, along with low 
social support, was found to evoke greater psychological distress. Stage of disease 
was found to have a weak effect on psychological distress, whereas neither amount of 
education nor age was found to be a predictor of such distress. 
Becvar (2005) this study focuses on the issue of inadequate social support, 
noted in both articles (Robinson et al 2005; Gilbar 2005; reviewed as a key dimension 
in the experiences of cancer patients. Personal and clinical reflections further validate 
the significance of this dimension. The logic of a general lack of social support in our 
society is then addressed from a systems perspective. Particularly noteworthy in this 
regard is the great value placed on individualism and a widespread fear of death in the 
United States. Solutions suggested for changing the larger context include adopting a 
relational awareness, making peace with the inevitable mortality of human beings, 
and revising various culturally constructed narratives around illness, particularly 
cancer. 
Elaine (2005) investigated the life conditions that contribute to low-income 
fathers' depression and that may jeopardize their relationships with their children. 
This work is based on a cultural-ecological framework that emphasizes the need to 
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understand these fathers within their larger familial and social contexts. The sample 
consisted of 127 predominantly African American participants in two urban and rural 
responsible fatherhood programs. Of the fathers, 56% reported depressive symptoms 
indicating cause for clinical concern. In addition, fathers' resource challenges 
(unemployment; inability to pay full amount of child support order; limited access to 
reliable transportation; lack of permanent housing; problems with alcohol or drugs; 
health problems or disability; and criminal conviction history), residence (rural vs. 
urban), and level of social support were all significant predictors of fathers' 
depression. The authors discuss how these findings can be used to guide future 
programmatic and policy initiatives pertaining to low-income, nonresidential fathers. 
Steginga, & Occhipinti (2006) this study investigated prospectively the 
relationship between optimism, threat appraisal, seeking support and information, 
cognitive avoidance, physical treatment side effects, and decision-related distress in 
111 men with localized prostate cancer. Men were assessed at diagnosis and 2 and 12 
months after treatment. Baseline decision-related distress predicted distress 2 and 12 
months after treatment. Optimism was a significant prospective and concurrent 
predictor of decision-related distress, with the effect mediated by proximal cancer 
threat appraisal. Seeking support and information and cognitive avoidance were not 
associated with decision-related distress at any time point. For physical treatment side 
effects, concurrent urinary symptoms were predictive of decision-related distress 2 
months after treatment. Results suggest that decision-related distress is generated by 
similar processes to that of the psychological distress that follows a cancer diagnosis. 
Screening for men with high decision-related distress for referral to in-depth decision 
support is suggested. Outcome expectations may present as a therapy target to 
increase the effectiveness of decisional support that is utility based. 
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Zapka, Fisher, Lemon, Clemow, & Fletcher (2006) this study examines the 
association of relationship factors with distress among first-degree female relatives 
(FDFRs; n = 540) of newly diagnosed breast cancer patients (n = 306). Cancer factors 
(receiving chemotherapy, positive nodes) and relationship factors (more contact, 
greater emotional closeness, and being told the diagnosis by the patient) were related 
to greater perceived impact of the cancer on the patient. Several of these factors, as 
well as FDFR factors (younger age, minority status, higher risk perception) and 
relationship factors (being the mother or daughter of the patient), were significantly 
related to the FDFR's cancer-specific distress, general distress, or both. Notably, the 
FDFR's own social support was associated with both cancer-specific and general 
distress. Appreciating the impact of a relative's cancer on FDFRs and offering 
guidance and support via patient-centered coimseling can enhance quality of care. 
Hala A. Saied. (2006) the purpose of this study was to explore the relationship 
between family and child demographic characteristics, stress, coping, social support 
and adjustment in families who have a child in the PICU after heart surgery. Social 
support did not predict family adjustment in this study, but it worked as a moderator 
variable between intra-family strain, stressful family life events and FAD general 
family functioning. More family-based research is needed to study stress, coping, 
social support and adjustment in families faced with other chronic illnesses of 
childhood as well as CHD. 
Martin Lindstrom (2006) studied the impact of social capital (social 
participation and trust) on lack of belief in possibility to influence health. In total, 
31.0% of all men and 33.5% of all women lack belief in the possibility to influence 
their own health. Lack of belief in possibility to influence health was positively 
associated with both low social participation and low trust, although stronger for 
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social participation than for trust. Low levels of social capital, particularly low social 
participation, is positively associated with lack of belief in the possibility to influence 
one's own health. 
Sung & Jason (2006) this study tested Agnew's general strain theory (GST) 
for African Americans, a population neglected in GST research. Specifically, they 
examined (a) the differential effects of inner- and outer-directed negative emotions on 
withdrawing behavior and (b) the conditioning effects of social support on the 
understudied, deviant coping behavior. OLS regression analyses of data from a 
national survey of African American adults provide empirical evidence that 
depression and anxiety have larger effects on withdrawing behavior than anger. 
Findings also provide some support for the hypothesis that social support tends to 
weaken or buffer the effects of non angry emotions on withdrawing behavior. 
Catherine et al., (2006) this investigation examines mechanisms through 
which optimism may influence psychological adjustment among 133 Black college 
students. Sj)ecifically, this study evaluates the extent to which active and avoidant 
coping and social support account for the association between optimism and 
depressive symptoms. Participants completed questioimaires that included the Life 
Orientation Test-Revised,the COPE, the Social Provisions Scale, and the 12-item 
Center for Epidemiological Studies Depression Scale. Avoidant coping and social 
support mediated the relation between optimism and depressive symptoms, whereas 
active coping did not mediate this relationship. Results partially replicate those of 
prior research and illustrate the need for culturally sensitive theory regarding the 
combined effect of personality, coping strategies, and social support on psychological 
adjustment to stressful situations. 
Yves et al., (2006) the physician-patient relationship has three main stakes: 
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creating a high-quality inter-personal relationship, exchanging information and 
decision-making. The achievement of these stakes implies that the physician and the 
patient are able to reach specific communicational objectives. The aim of this paper 
was to review the characteristics of care as regards cancer patients that could prevent 
the physician from reaching these stakes and objectives. Moreover, two future 
perspectives in this field are exposed: the study of factors that influence the 
communication process when a cancer patient is accompanied by one of his or her 
relative in a medical interview and the study of personal characteristics of physicians 
that can predict their ability to communicate in cancer care. On the basis of this triple 
review, proposals aimed to improve physician-patient communication in cancer care 
are exposed. 
Lorece (2006) HIV/AIDS incidence is increasing more quickly among women 
than any other segment of the population. The typical woman with HIV/AIDS is 
young, in her late 20s, economically challenged, and of childbearing age. Adherence 
to HIV therapies is critical if patients are to achieve and maintain virologic 
suppression. The author recruited HIV/AIDS-infected African American women from 
an outpatient clinic to investigate the women's perceptions of social support and how 
it affected their medication adherence. She collected data through tape-recorded 
interviews using a semistructured guide and joumaling over a 2-week period. 
Facilitators of adherence included supportive family members and having young 
children. Barriers to adherence included perceived stigma, feeling unloved or uncared 
for, relationship turbulence, and having a husband who was also HIV positive. 
Although participants reported being "fairly" satisfied with the quality of support they 
received, emotional support and often instrumental support were most desired and 
wanted. 
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Cohen & Lemay (2007) examined the relation among social integration (SI). 
affect and smoking and alcohol consumption. Between -subjects analysis they found 
that those with more diverse social networks interacted with more people and smoked 
and drank less. SI was however not associated with affect. In contrast, within subject 
analysis found that the more people participants interacted with during a day, the 
greater their positive affect, drinking, and smoking on that day. However this 
occurred primarily for persons low in SI. High SI persons reported high positive affect 
irrespective of the number of people with whom they interacted, and their smoking 
and drinking were less influenced by number of interactants. They concluded that SI 
may alter health because it affects responsiveness to the social influences of others. 
Lett et al., (2007) compared the impact of social network support and different 
types of perceived functional support on all cause mortality or nonfatal reinfraction 
for patients with recent acute myocardial infraction (AMI). Survival model reveled 
that higher levels of perceived social support were associated with improved outcome 
for patients without elevated depression but not for patients with high levels of 
depression. Neither perceived tangible support nor network support were associated 
with more frequent adverse events. Therefore AMI patients should be assessed for 
multiple dimensions of perceived functional support and depression to identify those 
at increased psychosocial risk who may benefit from treatment. 
Arving (2007) compared the effects of individual psychosocial support 
provided by oncology nurses specially trained in psychological techniques (INS), or 
psychologists (IPS), to standard care (SC).the patients were assessed seven times 
during two years by self-administered questionnaires. Study revealed positive effects 
of both INS and IPS as compared to SC on global quality of life, side effects, and post 
-traumatic distress. A lower portion of patients in the intervention groups had 
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psychosocial support provided in routine care compared with the SC group. 1 hey 
concluded that psychosocial support is beneficial for breast cancer patients and that 
the intervention delivered by nurses was as effective as that given by psychologists. 
Pumima, & Mishra (2007) in the present study the role of coping strategies 
and social support in perceived illness consequences and illness controllability beliefs 
among diabetic women (n = 100) were studied. It was found that approach coping 
strategies reduced the severity of perceived illness consequences, whereas avoidance 
coping strategies increased the severity of perceived illness consequences. The 
approach strategies of coping were positively correlated to self and doctors" control. 
The patients characterized by high level of social support felt less severe 
consequences of illness. 
Boehmar, Luszczynska, & Schwarzer (2007) personal and social resources 
facilitate the adaptation to critical life events. The study investigated whether general 
self-efficacy beliefs and received social support elevate cancer patients' physical, 
emotional. And social well-being directly, or whether these effects are rather 
mediated by active or meaning- focused coping. Initial received support elevated later 
emotional well being, but not the other two quality of life domains. This effect was 
not mediated by coping. Results suggest the development of interventions to increase 
optimistic self-beliefs and coping skills in tiunor-surgery patients. 
Gerhardt, Gutzwiller, Huiet, Fischer, Noll, & Vannatta (2007) using 
procedures identical to a study published 10 years earlier, parents of 49 children with 
cancer (48 mothers, 33 fathers) and 49 healthy classmates (49 mothers, 29 fathers) 
completed measures of adjustment an average of 18 months (SD = 7.4) post-
diagnosis. Between-group differences were converted to effect sizes for each study 
and compared to assess replication. Mothers of children with cancer reported 
significantly more anxiety, less family conflict, and more social support than controls. 
Fathers did not differ between groups. Effect sizes were small for most comparisons 
of parental distress, family environment, and social support. Social support had little 
effect on distress. Despite the 10-year gap between studies, agreement on group 
differences was high, especially when evaluating effect sizes (94%) in addition to 
significance testing (67%). Parents of children with cancer exhibited significant 
resilience during treatment. Direct study replication and effect size comparisons may 
have some advantages when used in conjunction with significance testing. Future 
replications and meta-analytic work may be helpful in this area. 
Younis et al., (2008) the objective of the study was to see the morbidity 
pattern in Kashmir valley and to see the depression level in relation to the family 
support. The result indicated that majority of the aged population were having family 
support as 85.7% (n=180) and 14.3% (n=30) were not having any family support. The 
depression was correlated with family support as only 20% (n=36) of aged population 
having family support was found depressed as against 60% (n=18) depressed people 
amongst those without family support. After applying the Fisher's exact test the two 
sided p value is <0.0001, considered extremely significant. The row/column 
association is statistically significant, which gives the impression that family support 
leads to healthy life. This shows the importance of joint family system as persons 
with family support were less prone to depression as against the persons without 
family support and the depression was 3 times higher in the people without family 
support 60% against 20%. As far as the gender is concerned the prevalence of 
depression was twice more in female subjects as compared to male subjects (32.7% vs 
15.4%). 
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METHODOLOGY 
The present study is designed to determine the level of stress among cancer 
patients as related to social support, locus of control and type of personality. In this 
chapter the research procedures for this study are presented. The design of proposed 
research, participants, instrumentation, procedures, and method of data analysis are 
described. 
The present research is correlation in nature. In correlational research design 
researcher observer and measures relationships between variables which occur 
naturally without any assistance. It does not justify specifically calling one variable as 
independent variable and the other as dependent variable. Thus, any statement about 
casual effects connects between the variables on a correlational study unwarranted, 
yet correlational study as its own worth. Present investigation is primarily focusing on 
the following variables: 
Predictor variables: 
1. Social Support 
2. Locus of Control 
3. Type of Personal ity 
Criterion Variable: 
4. Stress 
3-1-Sample 
In social science research the sample size and its selection technique plays 
significant role. Sometimes it becomes difficult to specify the sample size because it 
varies from problem to problem of a proposed research. The researcher has to plan his 
research works by limiting its domain of his investigation. 
Sampling is a process of selecting a small part of a population assuming that it 
should be representing the characteristics of the population of which it is a part. 
The adequate sample size and the method of selecting sample size from the 
population enable an investigator to draw meaningful conclusion and helpful in 
making generalization about the population from which the samples were drawn. In 
present research the sample size consist of 200 cancer patients selected randomly, 
going under treatment in the department of Radiotherapy and Oncology in Sher-i-
Kashmir Institute of Medical Sciences Srinagar Kashmir. They were categorized into 
three groups: Group I, comprised of 98 general cancer patients including lung, 
stomach, prostrate, skin, and other types of cancer, Group II comprised of 57 
Oesophagus cancer patients and Group III comprised of 45 breast cancer patients. The 
age of the respondents ranged from 25 to 85 with an average age of 49.66 years. Their 
monthly income from all sources ranged from 300Rs. to 40000Rs. And with an 
average monthly income from all sources are 8024.231. Both genders (male and 
female) were included in this research. Almost all the patients were married. 
3-2-Tools Used 
Instruments used to collect data for this study were as follow: 
3-2-1- Personal Data Sheet (PDS): 
The PDS include the information under the following major headings: Name 
of the Patient, residence, age of the patient, sex of patient, type of cancer, period since 
diagnosis, marital status and type of cancer. 
3-2-2- Questionnaire on stress 
The Questionnaire on stress in cancer patients revised version (QSC-R23) 
developed by Herschbach et al, 2003 was used to measure the stress in cancer 
patients. It contains twenty three items that describe potential everyday stress in all 
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areas of life in detail and in everyday language. Each problem has to be answered 
twice; does it apply to the test person at present and -if it does apply-to what extent 
does this problem cause distress? The range of the response categories varies between 
0 = the problem does not apply to me and 5= the problem applies to me and is a very 
big problem. The items are grouped into five homogeneous scales: psychosomatic 
complaints, fears, information deficits, everyday life restrictions and social strains. 
The construct validity has been demonstrated by correlations analysis with 
diverse psychoJogical tests such as HADS depression (r=0,75,n=578),HADS anxiety 
(r =0.73, n=579) or SCL-90-R (r =0.76, n =171). The discriminant validity and the 
sensitivity to change has also been demonstrated (Herschbach et al, 2003).the 
reliability has been analysed via Cronbach's alpha, which is 0.89 (n=1349) for the 
total score. 
3-2-3-Multi-diinensional Health Locus of Control (MHLC-Form C) 
Locus of control was measured using the Multi-dimensional Health Locus of 
Control (MHLC) developed by Wallston et al. (1978). The reliability coefficients 
range from .83 to .86 (Bairan, 1985). The MHLC consists of 18 statements of health 
beliefs with responses in a six-point Likert format, ranging from strongly disagree to 
strongly agree. The six items in each of the three categories (internal, powerful others, 
and chance) were summed yielding three separate scores. Total scores ranged from 6 
to 36 with higher scores indicating more of one dimension versus the other 
orientations. Individuals were identified based on their overall beliefs as reflected by 
their highest score on the three subscales. Individuals were identified as having health 
beliefs predominantly associated with internal control, powerful others, or chance. 
3-2-4-Grossarth-Maticek I>ersonality Stress Inventory (GMPSI) 
Grossarth-Maticek Personality Stress Inventory (GMPSI) a stable measure of 
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personality developed by Grossarth-Maticek and Eysenck (1988), was used to 
measure type of personality. This scale consists of 70-items and designed to measure 
six variables: (1) Type 1, or the cancer prone personality(similar to personality type 
C): (2) Type 2, or the CHD-prone personality(similar to personality type A): (3) Type 
3, a hysterical type of personality: (4) Type 4, an autonomous, healthy type of 
personality Type 4 (corresponds closely to the personaliyt Type B): 5) Type 5 , 
described as rational-antiemotional: (6) Type 6, an antisocial, psychopathic type of 
personality. Each sub-scale consists of ten items except for type 4 which consists of 
20 items. The first set (Type 4a) is in positive form, and the second set (Type 4b) is in 
negative form. 
The GMPSI scores range from never true to always true. The response-scale 
ranges from 0. 4 (i.e., total score range is 0. 40) based on a 5-point response scale. 
The patient was assigned to a type based on scoring highest on that type subscale 
(regardless of scores for other type subscales). 
The test-retest correlations are reported to be in excess of 0.80, (Grossarth-
Maticek & Eysenck, 1990). The construct reliability estimates for the six subscales 
are very good ranging from 0.76 to 0.92, average of 0.87(Amelang 1997). The mean 
construct reliability and test-retest reliability estimates are 0.89 and 0.78 respectively 
(Aron & Aron, 1994). These values satisfy levels required for a scale to be considered 
useful (Aron & Aron, 1994); that is, in terms of a personality scale where good 
internal consistency and stability is required. 
Grossarth-Maticek and Eysenck (1990) validated the scale over two sessions 
(separated by 6 months) occasions. While the internal consistencies were not reported 
for either scale, test-retest correlations were reported to be in excess of 0.80 (although 
whether this test-retest value reflected the full scales, or subscales. reliability 
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estimates was not specified). Despite there being no reports of a factor analysis of 
GMPSI items, subscale total scores were subjected to a principal components analysis 
and the results appeared to support the theoretical scale structure. For the unrotated 
solution, the types loaded clearly on two factors with Factor 1 loadings, Types 1, 2, 
and 5 subscales, opposing Factor 2 loadings, Types 3, 4, and 6 subscales. These 
results are consistent with findings of high scores on subscales 1, 2 and 5 being 
associated with illness, and high scores on subscales 3, 4 and 6 being associated with 
lack of illness (Grossarth-Maticek & Eysenck, 1990; Grossarth-Maticek, Eysenck, & 
Boyle, 1995). 
3-2-5-Social Support scale: 
Interpersonal Support Evaluation List - Short Form (ISEL-SF) (Pierce, Frone, 
Russell & Cooper, 1996) .This measure is a shortened version of the 40 item 
Interpersonal Support Evaluation List (Cohen, Mermelstein, Kamarck, & Hoberman, 
1985). There are three areas in this scale which measures social support i.e. tangible 
support, appraisal support, and belonging support. The tangible is intended to measure 
perceived availability of material aid of the cancer patients; the appraisal subscale 
measures the perceived availability of a confident and trusted advisor of the cancer 
patients; the belonging subscale measures the perceived availability of someone with 
whom the respondent socialized. The scale has fifteen items, five in each area. There 
are nine positive and six negative statements. The response alternatives are 
completely true, somewhat true, somewhat false, and complfetely false. 
The best five statements for each subscale are chosen based on factor analyses 
by Cohen et al. (1985). The fifteen items are based on previous factor analyses and 
were found to be the best five items for each subscale (Pierce et al., 1996). Retest 
reliability for the full measure has been reported as .87, and the retest reliability for 
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the subscales ranges between .71-.87 (Cohen & Hoberman, 1983). Internal 
consistency reliability has been documented as ranging from .77-.86 (Cohen & 
Hoberman, 1983). Convergent validity has been demonstrated by moderate 
correlations (r=.46) between the ISEL and the Inventory of Socially Supportive 
Behaviors (ISSB; Barrera, Sandler & Ramsay, 1981) and with the involvement and 
emotional support subscales of the MOOS University residence environment scale (r 
= .62) (Cohen & Hoberman, 1983). Test-retest data reveal'correlations between .77-
.86 and internal alpha estimates of .88-.90. 
The three subscales of social support scale are reasonably independent of one 
another as indicated by there moderate inter correlations, which are in the .3 to .50 
range. Complete independence is neither desirable nor possible. The total social 
support score can be obtained by adding the scores of three subscales. the maximum 
possible score on the scale is 60 and minimum is 15. 
3-3-Procedure: 
Procedures used in the survey followed following process. This included the 
authority letter by Chairman of department of psychology to Head of Department of 
Radiology and forwarded to Director Of Sheri Kashmir of Institute Of Medical 
Sciences for cooperation and help of the investigator in administering the scales and 
questionnaires to gather information for the purpose of research work. All the patients 
were contacted individually for the testing session in 2007,four questionnaires, 
namely,The Questionnaire on stress in cancer patients revised version(QSC-R23), 
Multi-dimensional Health Locus of Control (MHLC), Grossarth-Maticek Personality 
Stress Inventory (GMPSI), Interpersonal Support Evaluation List - Short Form 
(ISEL-SF), and personal data sheet PDS were administered on patients. Each 
respondent took almost 45 minutes in answering all the questionnaires. They were 
117 
assured that their responses would be kept strictly confidential and would be used 
exclusively for research purpose. After the data collection scoring was done by the 
investigator. 
3-4-Method of Data Analysis 
For determining the impact of social support, locus of control, and type of 
personality on stress, the regression and correlation analysis were computed; One 
Way ANOVA test and independent samples t-test were used to compare the 
differences of demographic variables. All of the analysis has been done by SPSS. 
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RESULTS 
This chapter presents the outcomes of the statistical analysis, which are given 
separately into four sections: (a) descriptive statistics, (b) regressions and correlations, 
(c) One Way ANOVA test, and (d) independent samples t-test. 
Descriptive Statistics: 
This section includes the Frequency, Minimum, Maximum, Mean, Standard 
Deviation, and Percent. 
Table.3.1 Descriptive statistics of Type of Cancer 
Type of cancer N Percent% 
General cancer type 
Esophagus cancer type 
Breast cancer type 
Total 
98 
57 
45 
200 
49.0 
28.5 
22.5 
100.0 
The table 3.1 shows the descriptive statistics of types of cancer. As seen 98 
cancer patients are in general cancer group, 57 in esophagus cancer, 45 in breast 
cancer group, and total is 200. The percentage of general cancer patients is 49.0, 
esophagus cancer patients are 28.5, breast cancer patients is 22.5 and total is 100. 
Table.3.2 Descriptive statistics 
of Residence 
Residence N Percent% 
Rural 143 71.5 
Urban 57 28.5 
Total 200 100.0 
The table 3.2 shows the descriptive statistics of residence (rural and urban). As 
seen in table, 143 cancer patients are rural and 57 are urban. Rural cancer patients 
contribute 71.5 percent and urban 28.5 percent. 
Table.3.3 Descriptive statistics of Age Level 
Age level 
Young (25-40 years old) 
Middle age (41-55 years old) 
Old age (56 and above) 
Total 
N 
41 
75 
84 
200 
Minimum 
25 
42 
56 
25 
Maximum 
40 
55 
85 
85 
Mean 
35.8537 
48.7733 
64.3690 
49.66533 
Percent% 
20.5 
37.5 
42.0 
100.0 
The table 3.3 shows the descriptive statistics of age level in three groups. As 
seen 41 cancer patients are young, 75 cancer patients are middle age, 84 cancer 
patients are old, and total cancer patients are 200. The minimum age level of young 
cancer patients is 25 and maximum is 40, the minimum age level of middle age 
cancer patients is 41 and maximum is 55, and the minimum age level of old age 
cancer patients is 56 and maximum is 85. The mean age of young cancer patients is 
35.8537%, middle age cancer patients is 48.7733%, old age cancer patients with 
sound income 64.3690%, and the total mean is 49.66533%. The percentage of young 
cancer patients is 20,5, middle age cancer patients is 37.5,old age cancer patients is 
42.0 and total is 100. 
Table.3.4 Descriptive statistics of 
Gender 
Gender N P^ "^^ "^ "-"" 
Male 111 55.5 
female 89 44.5 
Total 200 100.00 
The table 3.4 shows the descriptive statistics of gender. As seen 1 i 1 cancer 
patients are male, and 89 cancer patients are female. The percentage of male cancer 
patients is 55.5, female cancer patients is 44.5, and total is 100. 
Table.3.5 Descriptive statistics of Income level 
Income level N Minimum Maximum Mean Percent% 
Poor income 
300-4000 Rs per 123 300.00 4000.00 1300.813 61.5 
month 
Moderate income 
5000-9000 Rs per 41 5000.00 9000.00 6353.6585 20.5 
month 
Sound income 
10000 and above 36 10000.00 40000.00 16472.2222 18.0 
Total 200 300.00 40000.00 8042.231 100.0 
The table 3.5 shows the descriptive statistics of income level in three groups. 
As seen 123 cancer patients are poor, 41 cancer patients'are moderate, 36 cancer 
patients are having sound income. The minimum income level of poor cancer patients 
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is 300.00 Rs per month and maximum is 4000.00 per month, the minimum income 
level of moderate cancer patients is 5000.00 per month and maximum is 9000.00 per 
month, and the minimum income level of sound income cancer patients is 10000.00 
Rs per month and maximum is 40000.00 per month. The mean income of poor cancer 
patients is 1300.813%, moderate income cancer patients is 6353.6585%, cancer 
patients with sound income isl6472.2222%,and the total mean is 8042.231%. The 
percentage of poor cancer patients is 61.5 moderate cancer patients is 20.5, sound 
income cancer patients is 18.0 and total is 100. 
TaMe.3.6 Descriptive statistics of Family Strength 
Family strength 
Small family 
1 -5 members 
Medium family 
6-9 members 
Large family 10 and 
above family members 
Total 
N 
62 
96 
42 
200 
Minimum 
2. 
6 
10 
2 
Maximum 
5 
9 
30 
30 
Mean 
4.3226 
6.9688 
14.2619 
8.51776 
Percent% 
31.0 
48.0 
21.0 
100.0 
The table 3.6 shows the descriptive statistics of family strength in three 
groups. As seen 62 cancer patients are in small family, 96 cancer patients are in 
medium family, 42 cancer patients are in large family. The minimum members in 
small family are 2 and maximum is 5, the minimum members in medium family 6 and 
maximum is 9, and the minimum members in large family are 56 and maximum Is 30. 
The mean number of members in small family is 4.3226%, the mean number of 
members in medium family is 6.9688%, the mean number of members in large family 
isl4.2619%, and total mean is 8.51776%. The percentage of small family cancer 
patients is 31.0, medium family cancer patients is 48.0, large family cancer patients is 
21.0 and total is 100. 
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Table.3.7 Descriptive statistics of Period of Diagnosis 
Period of 
diagnosis N Mean Percent% 
Newly 
diagnosed 87 1.7011 .43.5 
0-2 
Old diagnosed 35 ^ ^ 3 ^ 3 
3-4 
Very old 
diagnosed 5 58 1.7586 29.0 
and above 
Total 200 1.7411 100.0 
The table 3.3 shows the descriptive statistics of period of diagnosis in three 
groups. As seen 87 cancer patients are newly diagnosed, 55 are Old diagnosed, and 58 
are very old. The minimum age level of young cancer patients is 25 and maximum is 
40, the minimum age level of middle age cancer patients is 41 and maximum is 55, 
and the minimum age level of old age cancer patients is 56 and maximum is 85. The 
mean of newly diagnosed cancer patients is 1.7011%, the mean of old diagnosed is 
1.7636%, the mean of very old diagnosed cancer patients is 1.7586%, and total mean 
is 1.7411%. The percentage of newly diagnosed cancer patients is 43.5, old 
diagnosed cancer patients is 27.5, very old diagnosed cancer patients is 29.0 and total 
is 100. 
Regression and correlations: 
In this section, we have presented the obtained results from the computerized 
statistical analysis of response. The statistics applied include computations of 
coefficients of stepwise regression and correlational analysis. 
The scores for analyzing were obtained on the basis of responses of cancer 
patients on the four standardized measuring devices viz stress questionnaire, social 
support scale, locus of control scale, Grossarth-Maticek personality inventory. 
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Regression of stress (predictor variables: social support, locus of control, and 
personality type) 
The first question of research is: 
What is the equation of the regression of stress from social support, locus of 
control, and personality type? 
To ascertain the answer of this question the stepwise regression was applied. 
Stress is the dependent variable and social support, locus of control, and personality 
type are the predictor variables. 
Table.3.8 Model Summary of Regression of Stress 
Steps R R Square Adjusted R Square Std. Error of the Estimate 
i .641(a) .411 .408 19.17509 
2 .724(b) .525 .520 17.26867 
3 .741(0) .549 ;542 16.86888 
1 Predictors: (Constant), total social support 
2 Predictors: (Constant), total social support, internal locus of control 
3 Predictors: (Constant), total social support, internal locus of control, type2 
As seen in table.3.8, regression analysis in stepwise method is run. In three 
separate steps three independent variables satisfied the • criterion of entrance in 
regression. In first step social support is most important predictor, in second step 
internal locus of control entered in regression equation, and in third step personality 
type 2 entered as a last important predictor. The rest of variables could not enter in 
regression equation because they could not satisfy the criterion of entrance. 
Steps 
1 
2 
3 
Table.3.9 CoefHcients of Regression of Stress 
Variables 
(Constant) 
Total social supports 
(Constant) 
Total social support 
Internal locus of 
control 
(Constant) 
Total social support 
Internal locus of 
control 
type2 
B 
144.551 
-1.811 
112.066 
-1.719 
1.152 
104.299 
-1.688 
1.091 
.557 
S.E 
8.235 
.154 
8.797 
.139 
.168 
8.923 
.137 
.165 
.172 
Beta 
-.641 
-.609 
.339 
-.597 
.321 
.157 
t 
17.553 
-11.756 
12.739 
-12.332 
6.865 
11.689 
-12.360 
6.615 
3.232 
Sig. 
0.0005 
0.0005 
0.0005 
0.0005 
0.0005 
0.0005 
0.0005 
0.0005 
0.001 
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As seen in table 3.9 social support is first important predictor (P=-0.597, 
p=0.0005<0.001), and internal locus of control is second important predictor 
(P=0.321, p=0.0005<0.001) and also personality type 2 is third important predictor 
(P=0.157, p=0.0005<0.001) in prediction of stress. As it n^entions Social support is 
negative significant predictor while internal locus of control and personality type 2 are 
positive significant predictors of stress. The regression equation is as follow: 
Stress=-0.597(social support) + 0.321 (locus of control) + 0.157(type 2). 
Correlations bet^ veen Stress and Type of locus of control: 
The second question of research is: 
Is there significant correlation between stress and type of locus of control? 
For answering the above question Eta correlation is run. The amount of 
coefficient between stress as a dependent variable and type of locus of control as an 
independent variable is 0.381. That is the correlation between mentioned variables is 
significant with 99% confidence. 
Correlation between Stress and Social Support: 
The third question of research is: 
Is there significant correlation between stress and social support? 
To determine the relationship between scores of cancer patients' stress and 
social support and its sub-scales, the Pearson Correlation has been applied, the result 
is as follow: 
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Table.3.10 Pearson Correlation between Stress and Social Support and its Sub-
scales ; 
Total social 
Variable Correlation Stress Tangible Appraisal Belonging support 
Stress 
Tangible 
Appraisal 
Belonging 
Total social 
support 
Pearson 
Correlation 
Sig. (2-tailed) 
N 
Pearson 
Correlation 
Sig. (2-tailed) 
N 
Pearson 
Correlation 
Sig. (2-tailed) 
N 
Pearson 
Correlation 
Sig. (2-tailed) 
N 
Pearson 
Correlation 
Sig. (2-tailed) 
N 
1 
200 
.631(**) 
.000 
200 
-.124 
.080 
200 
.576(**) 
.000 
200 
. 
.641(**) 
.000 
200 
1 
200 
-.027 
.700 
200 
.820(**) 
.000 
200 
.888(**) 
.000 
200 
1 
200 
-.037 
.603 • 
200 
.352(**) 
.000 
200 
1 
200 
.874(**) 
.000 
200 200 
** Correlation is significant at the 0.01 level (2-tailed). 
The table 3.10 indicates that social support scale, and its sub-scales i.e tangible 
social support, and belonging social support have significant negative correlation with 
stress (r= -0.641, p=0.0005<0.01, r= -0.631, p=0.0005<0.01, and r= -0.576, 
p=0.0005<0.01). But there is not any significant correlation(r= -0.124, p=.080>0.05) 
between appraisal support and stress. 
One Way ANOVA test of Stress (independent variable: Type of locus of 
control): 
The fourth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of type of locus of control? 
In order to examine this question, the One Way ANOVA was used, the result 
is as follow: 
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Table.3.11 Descriptive statistics of Stress with consideration of types of Locus of 
Control 
Variable N Mean S.D S.E 
Internal locus of control 45 66.6222 25.74904 3.83844 
Chance locus of control 105 44.2952 21.60258 2.10820 
Powerful others locus of control 50 43.2600 . 23.89075 3.37866 
Total 200 49.0600 24.92393 1.76239 
The results of table 3.11 show the number of cancer patients, mean, standard 
deviation and standard error on stress with consideration of types of locus of control. 
Tabie.3.12 Summary of One Way ANOVA on Stress 
Sources of Sum of Mean 
Variable variation Squares Df Square F Sig. 
Between 17945.235 2 8972.617 16.727 0.0005 
Groups 
Stress Within Groups 105674.045 197 536.416 
Total 123619.280 199 
As it is shown in table 3.12, the three groups were compared with regard to 
scores of stress. Because (p=0.0005<0.01), there are significant differences between 
at least two groups. For clarification of differences on stress scores Tukey's Post Hoc 
test is run as follow: 
Group(i) 
Internal locus 
Internal locus 
Table.3.13 Tukey Post Hoc on Stress 
GroupO) Mean Diflference (i-j) 
Chance locus 22.32698 
Powerful others locus 23.36222 
S.E 
4.12663 
4.75906 
Sig. 
0.0005 
0.0005 
As it is shown in the table 3.13 the mean scores of stress in internal locus 
group are higher than chance locus of control group, and powerful others locus of 
control group. 
One Way ANOVA test of Stress (independent variable: personality Type): 
The fifth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of personality type? 
In order to examine this question, the One Way ANOVA was used; because of 
there were not enough subjects in personality type 2, type 3, and type 6. Before 
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computation, mentioned group was deleted to get better results. However the result ot 
One Way ANOVA is as follow: 
Table.3.14 Descriptive statistics of stress with consideration of 
Personaiily type 
variable 
typel 
type4 
typeS 
Total 
N 
56 
89 
36 
181 
Mean 
59.9107 
41.2247 
51.3889 
49.0276 
S.D 
24.32677 
24.62665 
22.63787 
25.39760 
S.E 
3.25080 
2.61042 
3.77298 
1.88779 
The results of table 3.14 show the number of cancer patients, mean, standard 
deviation and standard error on stress with consideration of personality type. 
Variable 
stiess 
Table.3.151 
Sources of 
variation 
Between 
Groups 
Within Groups 
Total 
Summary of One 
Sum of 
Squares 
12252.247 
103854.615 
116106.862 
Way ANOVA on Stress 
df Mean Square F 
2 6126.124 10.500 
178 583.453 
180 
Sig. 
0.0005 
As it is shown in table 3.15, the three groups were compared with regard to 
scores of stress. Because of (p=0.0005<0.01), there are significant differences 
between at least two groups on stress. For clarification of differences on stress, 
Tukey's Post Hoc test is run as follow: 
Group(i) 
typel 
Table.3.16 Tukey Post Hoc on Stress 
GroupO) Mean Difference (i-j) S.E 
type4 18.68600 4.12001 
Sig. 
0.0005 
As it is shown in the table 3.16 the mean scores of stress in personality type 1 
are higher than personality type 4. 
One Way ANOVA test of Stress (independent variable: Type of Cancer): 
The sixth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of type of cancer? 
In order to examine this question, the One Way ANOVA was used, the result is as 
follows: 
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Table.3.17 Descriptive statistics of stress among Types of Cancer 
Variable Groups N Mean S^ S.E 
General cancer 98 38.3571 18.00358 1.81864 
Stress Esophagus cancer 57 53.0175 28.22328 3.73826 
Breast cancer 45 67.3556 21.52710 3.20907 
Total 200 49.0600 24.92393 1.76239 
The results of table 3.17 show the number of cancer patients, mean, standard 
deviation and standard error on stress with consideration of type of cancer. 
Table.3.18 Summary of One Way ANOVA on Stress 
Variable 
Stress 
Sources of 
variation 
Between 
Groups 
Within Groups 
Total 
Sum of 
Squares 
27181.486 
96437.794 
123619.280 
df 
2 
197 
199 
Mean Square 
13590.743 
489.532 
F 
27.763 
Sig. 
0.0005 
As it is shown in table 3.18, the three groups were compared with regard to 
scores of stress. Because of (p=0.0005<0.01), there are significant differences 
between at least two groups on stress scores. For clarification of differences on stress 
scores, Tukey's Post Hoc test is run as follow: 
Table.3.19 Tukey's Post Hoc on Stress 
Variable Group(i) Group(j) Mean Difference (i-j) S.E Sig. 
General cancer Esophagus j ^ ^ ^ ^ ^ ^ 3^^553 ^^^^3 
cancer 
Stress General cancer Breast ^g ^^g^^ ^^^^^^ 0 0^05 
cancer 
Esophagus cancer Breast -14 33801- 4 41212 
cancer 
0.004 
As it is shown in the table 3.19 the mean scores of stress in esophagus cancer 
patients are higher than general cancer patients, and breast cancer patients have higher 
mean scores of stress than general and esophagus cancer patients. 
Independent sample t-test of stress (independent variable: residence): 
The seventh question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of residence? 
For responding to this question independent t-test should be run. The result is 
as follow: 
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Table. 3.20 Descriptive Statistics on Stress between Rural and Urban 
Cancer patients 
Variable locality N Mean S^ D S.E.M 
Stress Rural 143 49.5315 25.19160 2.10663 
Urban 57 47.8772 24.41901 3.23438 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of residence i.e. 
rural or urban. 
Table.3.21 Summary oft 
Variable 
stress 
Levene's F 
.226 
t- test 
Sig. 
.635 
on Stress between Rural and Urban Cancer 
Patients 
t df 
.423 J98 
Sig. 
.673 
M.D 
].65428 
S.E.D 
3.91223 
As it is shown in table 3.21, the two groups were compared with regard to 
scores of stress, because of (p=0.635>0.05), there is not any significant difference 
between two groups on stress scores. 
One Way ANOVA test of Stress (Independent Variable: age group): 
The eighth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of age? 
In order to examine this question, the One Way ANOVA was used, the result 
is as follow: 
Table. 3.22 Descriptive statistics on Stress with Consideration of Age Group 
Variable ^^^^p^ N Mean S.D S.E 
Young patients 41 47.9512 22.65938 3.53880 
Stress Middle age patients 75 59.0667 25.63535 2.96012 
Old patients 84 40.6667 .22.21816 2.42420 
Total 200 49.0600 24.92393 1.76239 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of age. 
Table.3.23 Summary of One Way ANOVA on Stress 
variable Sources of Sum of Mean 
variation Squares df Square F Sig. 
12.053 
Stress 
Between 
Groups 
Within Groups 
Total 
13478.044 
110141.236 
123619.280 
2 
197 
199 
6739.022 
559.093 0.0005 
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As it is shown in table 3.23, the three groups were compared with regard to 
stress scores. Because of {p=0.0005<0.01) there is significant difference at least 
between two groups on scores of stress. For clarification of differences on scores of 
stress Tukey's Post Hoc is run as follow: 
(Group(i) 
Young age 
Middle age 
Table.3.24 Tukey's Post Hoc on Stress 
(GroupG) Mean Difference (i-j) S.E 
Middle age -11.11545 4.59249 
Old age 18.40000 3.75639 
Sig. 
0.043 
0.0005 
The results of table 3.24 show that the mean scores of stress of middle age 
cancer patients are higher than old age and young age cancer patients. 
Independent sample t-test of Stress (independent variable: gender): 
The ninth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of gender? 
For responding to this question independent t-test should be run. The result is 
as follow: 
Table.3.25 Descriptive statistics on Stress with consideration of 
Gender Variable 
stress 
Gender 
male 
female 
N 
111 
89 
Mean 
43.9910 
55.3820 
S.D 
23.78292 
24.99796 
S.EM 
2.25737 
2.64978 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of gender. 
Table.3.26 Independent t-test 
Variable 
stress 
Levene's F 
.634 
Sig. 
.427 
on Stress witli consideration of Gender 
T 
-3.290 
df 
198 
Sig. 
0.001 
M.D 
-11.39103 
S.E.D 
3.46185 
As it is shown in table 3.26, the two groups were compared with regard to 
scores of stress. Because of (p=0.001<0.01), there is significant difference between 
two groups on stress scores. Results show that female cancer patients have higher 
mean scores of stress in comparison to male counterparts. 
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One Way ANOVA test of Stress (independent variable: income) 
The tenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of income? 
In order to examine this question, the One Way ANOVA was used. The 
results are as follow: 
Table.3.27 Descriptive statistics on scores of Stress with consideration of Income 
Variable Groups N Mean . S.D S.E 
Poor income 123 51.0976 24.01789 2.16562 
Stress Moderate income 41 51.1951 27.73465 4.33143 
sound income 36 39.6667 23.05273 3.84212 
Total 200 49.0600 24.92393 1.76239 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of income. 
Table.3.28 Summary of One Way ANOVA on Stress 
,, . , , Sources of Sum of .r. Mean „ „. Variable . ,. „ df „ F Sig. 
variation Squares Square ° 
Between 3874.012 2 1937.006 3.187 
Groups 
Stress Within Groups 119745.268 197 607.844 0.043 
Total 123619.280 199 
As it is shown in table 3.28, the three groups were compared with regard to 
scores of stress. Because of (p=0.043<0.05), there is significant difference at least 
between two groups on scores of stress. For clarification of differences on scores of 
stress Tukey's Post Hoc is run as follows: 
Table.3.29 Tukey's Post Hoc on Stress 
Group (i) Group (j) Mean Difference (i-j) S.E Sig. 
Poor income Sound income 11.43089 4.67187 0.040 
The results of table 3.29 show that the mean scores of poor cancer patients 
are higher than cancer patients with sound income on stress questionnaire. 
One Way ANOVA test of Stress (independent variable: family strength) 
The eleventh question of research is: 
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Is there significant difference between the mean scores of cancer patients" 
stress with consideration of family strength? 
In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
Table.3.30 Descriptive statistics on Stress witli consideration of 
Family strength 
Variable Q^^^p^ j ^ ^ ^ ^ g p gg 
Small family 62 52.9516 24.24089 3.07860 
Stress Medium ^^ ^^^^^^ 25.76997 2.63014 
family 
Large family 42 45.3810 23.73631 3.66259 
Total 200 49.0600 24.92393 1.76239 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of family strength. 
Table.3.31 Summary of One Way ANOVA on Stress 
Variable Sources of Sum of Mean 
variation Squares Df Square F Sig. 
Between ^^^^^^^ 2 792.932 ' f 
Groups 0 
Stress Within Groups 122033.416 197 619.459 0.280 
Total 123619.280 199 
As it is shown in the table 3.31, there is not any significant differences 
(p=0.280>0.05) among three groups of family strength on stress scores. 
One Way ANOVA test of Stress (independent variable: period of diagnosis) 
The twelfth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of period of diagnosis? 
In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
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Table.3.32 Descriptive statistics on Stress with consideration of period of 
Diagnosis 
Variable Groups N Mean S.D S.E 
Newly diagnosed 
0-2 months 
Stress Old diagnosed 
3-4 months 
Very old diagnosed 
5 and above months 
Total 
87 50.1379 26.05681 2.79358 
55 47.7273 23.42162 3.15817 
58 48.7069 24.92093 3.27228 
200 49.0600. 24.92393 1.76239 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on stress with consideration of period of 
diagnosis. 
Table.3.33 Summary of One Way ANOVA on Stress 
Variable Sources of 
variation 
Between 
Groups 
Within Groups 
Total 
Sum of 
Squares 
206.009 
123413.271 
123619.280 
df 
2 
197 
199 
Mean 
Square 
103.004 
626.463 
Jig, 
.164 
Stress 0.849 
It is evident from table.3.33, that, there is not any significant difference among 
three groups of period of diagnosis on scores of stress. 
One Way ANOVA test of Social Support (independent variable: Type of locus of 
control): 
The thirteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub scales with consideration of type of locus of control? 
In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
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Table.3.34 Descriptive statistics on Social Support and its Subscales with 
consideration of type of Locus of control. 
Variables Groups N Mean S.D S.E 
Tangible Internailocus 45 15.0889 5.11158 .76199 
Chance locus 105 16.2762 4.50106 .43926 
Powerful others 50 16.6800 4.20612 .59483 
Total 200 16.1100 4.58837 .32445 
Appraisal 
Belonging 
Total social 
support 
Internal locus 
Chance locus 
Powerful others 
Total 
Internal locus 
Chance locus 
Powerful others 
Total 
Internal locus 
Chance locus 
Powerful others 
Total 
45 
105 
50 
200 
45 
105 
50 
200 
45 
105 
50 
200 
19.6889 
20.2190 
21.9200 
20.5250 
15.4889 
16.3810 
15.9800 
16.0800 
50.2667 
52.8762 
54.5800 
52.7150 
3.22506 
3.08215 
3.75168 
3.38031 
4.56579 
3.71944 
4.32123 
4.07019 
10.68644 
8.36970 
7.46445 
8.82173 
.48076 
.30079 
.53057 
.23902 
.68063 
.36298 
.61111 
.28781 
1.59304 
.81680 
1.05563 
.62379 
The results of table.3.34 show the number of cancer patients, mean, standard 
deviation, and standard error on social support and its sub-scales with consideration of 
type of locus of control. 
Table.3.35 Summary of One Way ANOVA on Social Support and its Subscales 
Variables 
Sources of 
variation 
Sum of 
Squares df 
Mean 
Square Sig-
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total 
social 
support 
Between 
Groups 
Within Groups 
Total 
Between 
Groups 
Within Groups 
Total 
Between 
Groups 
Within Groups 
Total 
Between 
Groups 
Within Groups 
Total 
66.065 
4123.515 
4189.580 
138.589 
2135.286 
2273.875 
25.734 
3270.986 
3296.720 
446.385 
15040.370 
15486.755 
2 
197 
199 
2 
197 
199 
2 
197 
199 
2 
197 
199 
33.033 
20.932 
69.294 
10.839 
12.867 
16.604 
223.192 
76.347 
1.578 
6.393 
.775 
2.923 
0.209 
0.002 
0.462 
0.056 
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As it is shown in the table 3.35. the three groups were compared with regard to 
social support and its sub-scales. Because of (p=0.002<0.01), there are significant 
differences between at least two groups on Appraisal support. But there are not any 
significant differences between the mean scores of three groups on tangible support, 
belonging support, and total social support. 
For clarification of differences on social support scale Tukey's post hoc is run 
as follow: 
Table3.36 Tukey Post Hoc on Appraisal Support 
Group(i) GroupQ) Mean Difference (i-j) S.E Sig. 
Internal locus Powerful others -2.23111 .67650 0.003 
Chance locus Powerfiil others -1.70095 .56569 0.008 
As shown in the table 3.36, the mean scores of powerful others locus of 
control type is higher than internal and chance locus of control type. 
One Way ANOVA test of social support (independent variable: personality type) 
The fourteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of personality type? 
In order to examine this question, the One Way ANOVA test was used, the results are 
as follow: 
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Table.3.37 Descriptive statistics on Social Support and its Subscales with 
consideration of Personality types 
Variables 
Tangible 
Appraisal 
Belonging 
Total social 
Support 
Groups 
typel 
type4 
types 
Total 
typel 
type4 
types 
Total 
typel 
type4 
types 
Total 
typel 
type4 
types 
Total 
N 
56 
89 
36 
181 
56 
89 
36 
181 
56 
89 
36 
181 
56 
89 
36 
181 
Mean 
14.5714 
16.9888 
15.8056 
16.0055 
20.1786 
20.3933 
20.4722 
20.3425 
14.7679 
16.9326 
15.7222 
16.0221 
49.5179 
54.3146 
52.0000 
52.3702 
S.D 
5.38974 
4.16559 
4.28832 
4.69692 
2.89267 
3.38988 
3.74537 
3.30384 
4.65146 
3.74104 
3.82929 
4.14991 
9.32054 
8.19034 
8.61560 
8.84314 
S. E 
.72023 
.44155 
.71472 
.34912 
.38655 
.35933 
.62423 
.24557 
.62158 
.39655 
.63822 
.30846 
1.24551 
.86817 
1.43593 
.65731 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scales with 
consideration of personality type. 
Table.3.38 Summary of One Way ANOVA on Social Support and its Subscales 
Variables 
Sources of 
variation 
Sum of 
Squares df 
Mean 
Square iig. 
Tangible 
support 
Between 
Groups 
Within 
Groups 
Total 
202.653 
3768.342 
3970.994 
178 
180 
101.326 
21.170 
4.786 0.009 
Appraisal 
support 
Between 
Groups 
Within 
Groups 
Total 
2.340 
1962.422 
1964.762 
178 
180 
1.170 
11.025 
.106 0.899 
Belonging 
support 
Between 
Groups 
Within 
Groups 
Total 
165.112 
2934.800 
3099.912 
178 
180 
82.556 
16.488 
5.007 0.008 
Total social 
support 
Between 
Groups 
Within 
Groups 
Total 
797.026 
13279.173 
14076.199 
178 
180 
398.513 5.342 0.006 
74.602 
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As it is shown in the table3.38, the three groups were compared with regard to 
social support and its sub-scales. Because of (p=0.009<0.01, p=0.008<0.01, and 
p=0.006<0.01), there are significant differences between at least two groups on 
tangible support, belonging support, and total social support. But there is not any 
significant difference between the mean scores of three groups on appraisal support 
sub-scales. For clarification of differences on social support scale Tukey's post hoc is 
run as follow: 
Table3.39 Tukey Post Hoc OP Tangible Support 
Group (!) Group 0) Mean Difference (i-j) S.E Sig. 
type] t^2£^ -2.41734 .78480 0.007 
As shown in the table 3.39, the mean scores of type4 cancer patients are higher 
than type 1 cancer patients on tangible support. 
Group (i) 
type] 
Table3.40 Tukey Post Hoc on Belonging support 
Group (j) Mean DifTerence (i-j) S.E 
type4 -2.16473 .69259 
Sig. 
0.006 
As shown in the table 3.40, the mean scores of type4 cancer patients are higher 
than type 1 cancer patients on belonging support. 
Table3.41 Tukey Post Hoc on Social Support 
Group (i) Group 0) Mean Difference (i-j) S.E Sig. 
typel t^j^ -4.79675 1.47323 0.004 
As shown in the table 3.41, the mean scores of type4 cancer patients are higher 
than type 1 cancer patients on social support. 
One Way ANOVA test of social support (independent variable: type of cancer) 
The fifteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of type of cancer? 
In order to examine this question, the One Way ANOVA test was used, the result are 
as follow: 
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Table.3.42 Descriptive statistics on 
Variables 
Tangible 
Appraisal 
Belonging 
Total social support 
Social 
consideration of types 
Type of Cancer 
general 
esophagus 
breast 
Total 
general 
esophagus 
breast 
Total 
general 
esophagus 
breast 
Total 
general 
esophagus 
breast 
Total 
N 
98 
57 
45 
200 
98 
57 
45 
200 
98 
57 
45 
200 
98 
57 
45 
200 
Support and its Subscales with 
of Cancer 
Mean 
17.2857 
15.0702 
14.8667 
16.1100 
21.1429 
20.1053 
19.7111 
20.5250 
17.0816 
15.2105 
15.0000 
16.0800 
55.5102 
50.3860 
49.5778 
52.7150 
S.D 
3.80179 
4.99593 
5.05245 
4.58837 
3.75815 
2.87653 
2.87325 
3.38031 
3.06181 
4.66268 
4.70976 
4.07019 
7.14395 
9.38988 
9.63065 
8.82173 
S.E 
.38404 
.66173 
.75318 
.32445 
.37963 
.38101 
.42832 
.23902 
.30929 
.61759 
.70209 
.28781 
.72165 
1.24372 
1.43565 
.62379 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scales with 
consideration of type of cancer. 
Tabie.3.43 Summary of One Way ANOVA on Social Support and its Subscales 
Variables 
Sources of 
variation 
Sum of 
Squares df 
Mean 
Square Sig. 
Tangible 
support 
Between 
Groups 
Within Groups 
Total 
266.661 
3922.919 
4189.580 
197 
199 
133.330 
19.913 
6.696 0.002 
Appraisal 
support 
Between 
Groups 
Within Groups 
Total 
77.262 
2196.613 
2273.875 
197 
199 
38.631 
11.150 
3.465 0.033 
Belonging 
support 
Total social 
support 
Between 
Groups 
Within Groups 
Total 
Between 
Groups 
Within Groups 
Total 
193.899 
3102.821 
3296.720 
1517.779 
13968.976 
15486.755 
2 
197 
199 
2 
197 
199 
96.950 
15.750 
758.889 
70.909 
6.155 
10.702 
0.003 
0.000 
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As it is shown in tlie table3.43, the three groups were compared with regard to 
social support and its sub-scales. Because of (p=0.002<0.01, p=0.033<O.OI, 
p=0.003<O.OI, and p=0.0005<0.01), there are significant differences between at least 
two groups on social support and its sub-scales. For clarification of differences on 
social support scale Tukey's post hoc is run as follow: 
Table3.44 Tukey Post Hoc on Tangible Support 
Group (i) Group 0) Mean Difference (i-j) S.E Sig. 
General esophagus 2.21554 .74334 0.009 
Genera! breast 2.41905 .80356 0.008 
As shown in the table 3.44, the mean scores of general cancer patients are 
higher than esophagus and breast cancer patients on tangible support. 
Table.3.4S Tukey Post Hoc on Appraisal Support sub scale 
Group (i) Group 0) Mean Difference (i-j) S.E Sig. 
General breast 1.43175 . .60130 0.048 
As shown in the table 3.45, the mean scores of general cancer patients are 
higher than breast cancer patients on appraisal support. 
Table.3.46 Tukey ] 
Group (i) 
General 
General 
Group G) 
esophagus 
breast 
Post Hoc on Belonging Support 
Mean Difference (i-j) 
1.87111 
2.08163 
; sub scale 
S.E 
.66109 
.71465 
Sig. 
0.014 
0.011 
As shown in the table 3.46, the mean scores of general cancer patients are 
higher than esophagus and breast cancer patients on belonging sub-scale. 
Table.3.47 Tukey Post Hoc on Social Support scale 
Group (i) Group Q) Mean Difference (i-j) S.E Sig. 
General cancer Esophagus cancer 5.12424 1.40270 0.001 
General cancer Breast cancer 5.93243 1.51634 0.0005 
As shown in the table 3.47, the mean scores of general cancer patients are 
higher than esophagus and breast cancer patients on scores of social support scale. 
Independent sample t-test for social support (independent variable: residence) 
The sixteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of residence? 
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In response to question thirteen independent t-test was used. The results are as 
follow: 
Table.3.48 Descriptive statistics of Social Support and its sub-scales with 
consideration of Residence 
Variables 
Tangible support 
Appraisal support 
Belonging 
Support 
Total social support 
Residence 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
Rural 
Urban 
N 
143 
57 
143 
57 
143 
57 
143 
57 
Mean 
16.0629 . 
16.2281 
20.5804 
20.3860 
15.9860 
16.3158 
52.6294 
52.9298 
S.D 
4.65003 
4.46821 
3.36178 
3.45251 
4.06633 
4.10643 
8.85301 
8.81731 
S.E.M 
.38885 
.59183 
.28113 
.45730 
.34004 
.54391 
.74033 
1.16788 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scales with 
consideration of residence. 
Table.3.49 Independent t-test on Social Support and its subscales with 
consideration of Residence 
Variables Levene's F Sig. df iis, M.D S.E.D 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
.526 
,175 
.222 
.000 
0.469 
0.676 
0.638 
0.991 
-.229 
.366 
-.516 
-.217 
198 
198 
198 
198 
0.819 
0.714 
0.606 
0.829 
-.16513 
.19445 
-.32978 
-.30045 
.72045 
.53066 
.63874 
1.38518 
As it is seen in table.3.49 because of (p=0.819>0.05, p=0.714>0.05, 
p=0.606>0.05, and p=0.829>0.05) there is not any significant difference between the 
mean scores of rural and urban cancer patients with regard to social support and its 
sub-scales. 
One Way ANOVA test of social support (independent variable: Age level): 
The seventeenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of age level? 
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In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
Table .3.50 Descriptive statistics of Social Support and its sub-scales with 
consideration of Age level 
Variables Groups N Mean S.D S.E 
Tangible support 
Appraisal support 
Belonging support 
Total social support 
Young age 
25-40 
Middle age 
41-55 
Old age 56 
and above 
Total 
Young age 
25-40 
Middle age 
41-55 
Old age 56 
and above 
Total 
Young age 
25-40 
Middle age 
41-55 
Old age 56 
and above 
Total 
Young age 
25-40 
Middle age 
41-55 
Old age 56 
and above 
Total 
41 
75 
84 
200 
41 
75 
84 
200 
41 
75 
84 
200 
41 
75 
84 
200 
15.6341 
14.9467 
17.3810 
16.1100 
21.0488 
20.6400 
20.1667 
20.5250 
16.5366 
15.2533 
16.5952 
16.0800 
53.2195 
50.8400 
54.1429 
52.7150 
4.34601 
5.06416 
• 3.94206 
4.58837 
3.61214 
3.17779 
3.43909 
3.38031 
3.62007 
4.46637 
3.82484 
4.07019 
7.85656 
9.83243 
8.07964 
8.82173 
.67873 
.58476 
.43011 
.32445 
.56412 
.36694 
.37523 
.23902 
.56536 
.51573 
.41732 
.28781 
1.22699 
1.13535 
.88156 
.62379 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scales with regard 
to age levels. 
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Table.3.51 Summary of One Way ANOVA on Social Support and its sub-
scales 
Variables 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
Sources of 
variation 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Sum of 
Squares 
246.472 
3943.108 
4189.580 
23.026 
2250.849 
2273.875 
82.100 
3214.620 
3296.720 
445.365 
15041.390 
15486.755 
df 
2 
197 
199 
2 
197 
199 
2 
197 
199 
2 
197 
199 
Mean 
Square 
123.236 
20.016 
11.513 
11.426 
41.050 
16.318 
222.682 
76.352 
F 
6.157 
1.008 
2.516 
2.917 
Sig. 
0.003 
0.367 
0.083 
0.05 
As it is shown in the table 3.51, the three groups were compared with regard to 
social support scale and its sub-scales. Because of (p=0.003<0.01), and (p=0.05<0.05) 
there are significant differences between at least two groups on Tangible support and 
total social support score. But there are not any significant differences between the 
mean scores of three groups on Appraisal support and belonging support. 
For clarification of differences on Tangible support Tukey's post hoc is run as 
follow: 
Table.3.S2 Tukey post hoc on Tangible support 
(i) age level Q) age level Mean Difference (i-j) S.E Sig. 
Middle age Old age -2.43429 .71075 0.002 
As seen in the table 3.53, the mean scores of old cancer patients are higher 
than middle age cancer patients on tangible support. 
Table.3.53 Tukey post hoc on Social Support scale 
(i) age level (j) age level Mean Difference (i-j) S.E Sig. 
Middle age Old age -3.30286 1.38816 0.048 
142 
As seen in table 3.53, the mean scores of old cancer patients are higher than 
middle age cancer patient on social support scale. 
Independent sample t-test for social support (independent variable: Gender) 
The eighteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of gender? 
In order to examine this question, the independent t-test was used the results 
are as follow: 
Table.3.S4 Descriptive Statistics on Social Support and its sub-scales with 
consideration of Gender 
Variables 
Tangible support 
Appraisal support 
Belonging support 
Total social support 
Gender 
male 
female 
male 
female 
male 
female 
male 
female 
N 
111 
89 
111 
89 
111 
89 
111 
89 
Mean 
16.5586 
15.5506 
20.8288 
20.1461 
16.3964 
15.6854 
53.7838 
51.3820 
S.D 
4.20754 
4.99093 
3.51070 
. 3.18930 
3.69097 
4.48886 
8.21573 
9.40080 
S.E.M 
.39936 
.52904 
.33322 
.33806 
.35033 
.47582 
.77980 
.99648 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scale with 
consideration of gender. 
Table.3.55 Independent t-Test on Social Support and its subscales with 
consideration of Gender 
Variables 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
Levene's 
F 
7.473 
1.485 
10.888 
6.630 
Sig. 
.007 
.224 
.001 
.Oil 
t 
1.521 
1.423 
1.203 
1.898 
df 
172.148 
198 
169.436 
175.984 
Sig. 
.130 
.156 
.231 
.059 
M.D 
1.00800 
.68276 
.71100 
2.40176 
S.E.D 
.66285 
.47973 
.59088 
1.26533 
As seen in table 3.55, because of (p=0.130>0.05, p=0.I56>0.05, 
p=0.231>0.05, and p=0.059>0.05) there is not any significant difference between the 
mean scores of two groups on social support and its sub-scales. 
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One Way ANOVA test of social support (independent variable: income level): 
The nineteenth question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of income level? 
In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
Table.3.56 Descriptive Statistics on Social Support and subscales with 
consideration of Income level 
Variables 
Tangible support 
Appraisal support 
Belonging support 
Total social support 
Income level 
Poor 
moderate 
sound 
Total 
Poor 
moderate 
sound 
Total 
Poor 
moderate 
sound 
Total 
Poor 
moderate 
sound 
Total 
N 
123 
41 
36 
200 
123 
41 
36 
200 
123 
41 
36 
200 
123 
41 
36 
200 
Mean 
15.9350 
16.3902 
16.3889 
16.1100 
20.4959 
19.6829 
21.5833 
20.5250 
15.7073 
16.4878 
16.8889 
16.0800 
52.1382" 
52.5610 
54.8611 
52.7150 
S.D 
4.49360 
5.08861 
4.40959 
4.58837 
3.29026 
3.17363 
3.70617 
3.38031 
4.14043 
4.08119 
3.74759 
4.07019 
8.50200 
9.62042 
8.87743 
8.82173 
S.E 
.40517 
.79471 
.73493 
.32445 
.29667 
.49564 
.61770 
.23902 
.37333 
.63737 
.62460 
.28781 
.76660 
1.50246 
1.47957 
.62379 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scales with 
consideration of income level. 
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Table.3.57 Summary of One Way ANOVA on Social Support and its sub-scales 
Variables 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
Sources of 
variation 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Sum of 
Squares 
9.789 
4179.791 
4189.580 
69.499 
2204.376 
2273.875 
47.457 
3249.263 
3296.720 
207.701 
15279.054 
15486.755 
df 
2 
197 
199 
2 
197 
199 
2 
197 
199 
2 
197 
199 
Mean 
Square 
4.894 
21.217 
34.749 
11.190 
23.729 
16.494 
103.851 
77.559 
F 
.231 
3.105 
1.439 
1.339 
Sig. 
0.794 
0.047 
0.240 
0.264 
As seen in table 3.57, because of (p=0.047<0.05) there is significant difference 
between the mean scores of at least two groups on appraisal support sub-scale. But 
there is not any significant difference between the mean scores of three groups on 
tangible support, belonging support and total scores of social support. For clarification 
Tukey Post Hoc is run as follow: 
Table.3.58 Tukey post hoc on Appraisal Support 
Group(i) GroupO) Mean Difference (i-j) S.E 
Moderate income Sound income -1.90041 .76403 
Sig. 
0.036 
As seen In table 3.58, the mean scores of cancer patients with sound income 
are higher than cancer patients with moderate income on social support scale. 
One Way ANOVA test of social support (independent variable: family strength): 
The twentieth question of research is: 
Is there significant difference between the mean scores of cancer patients* 
social support and its sub-scales with consideration of family strength? 
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To answer this question, One Way ANOVA was used. The results are as 
follows: 
Table.4.59 Descriptive statistics on Social Support and its ! 
Variables 
Tangible support 
Appraisal support 
Belonging support 
Total social support 
consideration of Family strength 
Groups 
Small family 1-5 
Medium family 6-9 
Large family 10 and above 
Total 
Small family 1-5 
Medium family 6-9 
Large family 10 and above 
Total 
Small family 1-5 
Medium family 6-9 
Large family 10 and above 
Total 
Small family 1 -5 
Medium family 6-9 
Large family 10 and above 
Total 
N 
62 
96 
42 
200 
62 
96 
42 
200 
62 
96 
42 
200 
62 
96 
42 
200 
Mean 
15.0323 
16.2083 
17.4762 
16.1100 
20.5968 
20.6979 
20.0238 
20.5250 
14.9839 
16.1354 
17.5714 
16.0800 
50.6129 
53.0417 
55.0714 
52.7150 
subscales with 
S.D 
4.62696 
4.60187 
4.19197 
4.58837 
2.99431 
3.44007 
3.79015 
3.38031 
4.29827 
3.94333 
3.57596 
4.07019 
9.21751 
8.44788 
8.56366 
8.82173 
S.E 
.58762 
.46968 
.64683 
.32445 
.38028 
.35110 
.58483 
.23902 
.54588 
.40246 
.55178 
.28781 
1.17062 
.86221 
1.32140 
.62379 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scale with 
consideration of family strength. 
Table.3.60 Summary of One Way ANOVA on Social Support 
Variables 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
Sources of 
variation 
Between Groups 
Within Groups 
Total 
Between Groups 
Within Groups 
Total 
Between Groups 
Within Groups 
Total 
Between Groups 
Within Groups 
Total 
Sum of 
Squares 
151.335 
4038.245 
4189.580 
13.740 
2260.135 
2273.875 
168.211 
3128.509 
3296.720 
517.426 
14969.329 
15486.755 
df 
2 
197 
199 
2 
197 
199 
2 
197 
199 
2 
197 
199 
Mean 
Square 
75.667 
20.499 
6.870 
11.473 
84.105 
15.881 
258.713 
75.986 
and its Sub-scales 
F 
3.691 
.599 
5.296 
3.405 
Sig. 
0.027 
0.550 
0.006 
0.035 
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As seen in table 3.60, because of (p=0.027<0.05, p=0.550>0.05, 
p=0.006<0.05, and p=035<0.05), there is significant differences between at least two 
groups on tangible, appraisal, and total social support. For clarification Tukey post 
hoc was run as follow: 
Table.3.61 Tukey Post Hoc on Tangible Support 
Group (i) Group 0) Mean Difference (i-j) S.E Sig. 
Small family Urge family -2.44393 .90481 0.020 
As seen In table 3.62, the mean scores of large family group are higher than 
small family group on legible sub-scale. 
Table.3.62 Tukey Post Hoc on Belonging Support 
Group (i) Group (j) Mean Difference (i-j) S.E Sig. 
Small family Large family -2.58756 .79640 0.004 
As seen in table 3.63, the mean scores of large family group are higher than 
small family group on belonging support. 
Table.3.63 Tukey Post Hoc on Social Support 
Group (i) Group (j) Mean Difference (i-j) S.E Sig. 
Small family Large family -4.45853 • 1.74206 0.030 
As seen in table 3.64, the mean scores of large family group are higher than 
small family group on social support scale. 
One Way ANOVA test of social support (independent vanable: period of 
diagnosis): 
The twenty-first question of research is: 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of period of diagnosis? 
In order to examine this question, the One Way ANOVA was used. The result 
is as follow: 
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Tabie.3.64 Descriptive statistics on Social Support and its sub-scaies 
With consideration of period of Diagnosis 
Variables Groups N Mean S.D S.E 
Tangible support 
Newly diagnosed 0-
2 months 
Old diagnosed 
3-4 months 
Very old diagnosed 
5 and above months 
Total 
87 
55 
58 
200 
16.3333 
16.0000 
15.8793 
16.1100 
4.68463 
4.13656 
4.90284 
4.58837 
.50224 
.55777 
.64377 
.32445 
Appraisal support 
Belonging 
support 
Total social 
support 
Newly diagnosed 0-
2 months 
Old diagnosed 
3-4 months 
Very old diagnosed 
5 and above months 
Total 
Newly diagnosed 0-
2 months 
Old diagnosed 
3-4 months 
Very old diagnosed 
5 and above months 
Total 
Newly diagnosed 0-
2 months 
Old diagnosed 
3-4 months 
Very old diagnosed 
5 and above months 
Total 
87 
55 
58 
200 
87 
55 
58 
200 
87 
55 
58 
200 
20.6667 
21.0909 
19.7759 
20.5250 
16.2069 
15.9455 
16.0172 
16.0800 
53.2069 
53.0364 
51.6724 
52.7150 
3.32246 
3.85992 
2.86567 
3.38031 
4.06098 
4.00194 
4.21148 
4.07019 
9.00276 
8.54176 
8.87217 
8.82173 
.35621 
.52047 
.37628 
.23902 
.43538 
.53962 
.55299 
.28781 
.96520 
1.15177 
1.16497 
.62379 
The results from above table show the number of cancer patients, mean, 
standard deviation, and standard error on social support and its sub-scale with 
consideration of period of diagnosis. 
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sTable.3.65 Summary of One Way ANOVA on Social Support and its sub-scales 
Variables 
Tangible 
support 
Appraisal 
support 
Belonging 
support 
Total social 
support 
Sources of 
variation 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Between 
Groups 
Within 
Groups 
Total 
Sum of 
Squares 
8.091 
4181.489 
4189.580 
51.910 
2221.965 
2273.875 
2.625 
3294.095 
3296.720 
89.776 
15396.979 
15486.755 
Df 
2 
197 
199 
2 
197 
199 
2 
197 
199 
2 
197 
199 
Mean 
Square 
4.046 
21.226 
25.955 
11.279 
1.313 
16.721 
44.888 
78.157 
F 
.191 
2.301 
.078 
.574 
Sig. 
0.827 
0.103 
0.925 
0.564 
As seen in table 3.65, because of (p=0.827>0.05, p=0.103>0.05, p= 
0.925>0.05, and p=0.564>0.05), there is not any significant difference between the 
mean scores of three groups on tangible, appraisal, belonging and total social support. 
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5P 
(Discussion ofresuCts, concCusion, 
Imitation and further research suggestions 
KJ 
5-1-Discussion of the Results 
Cancer-specific distress is defined in the literature as an index of how 
upsetting or psychologically debilitating the disease (or risk) may be, and it is often 
operationalized as the amount of intrusive and avoidant thoughts in response to 
cancer- related cues (van Dooren et al., 2005). Distress related to cancer may be 
viewed as a normative response to increased risk and salient experiences with the 
disease (Hay et al., 2004). However, typical cancer-specific distress may be 
augmented by factors such as maladaptive coping, incorrect perceptions of future risk 
and vulnerability, negative body image, and feelings of fear and uncertainty (e.g. 
Brain et al., 2006). Having an external locus of control has been associated with 
depression (Naditch et al., 1975). Krantz & Hedges (1987) suggests that individuals 
with certain personality dispositions may have tendencies towards using particular 
coping strategies when stressed. (Antonovsky, 1974; Caplan, 1974; Cassel, 1976 & 
Cobb, 1976) proposed that support can buffer the effect of stress. 
This research provided substantial evidence that locus of control, personality 
type and social support are strong predictors of stress, and they play important role as 
mediator of stress, therefore adding to the existing empirical knowledge in research 
literature of stress, and in particular stress among cancer patient. 
The purpose of the present research was to examine stress among cancer 
patients as related to locus of control, personality type and social support. The study 
assessed the relationship between stress and locus of control, personality type and 
social support. Also this research has examined the difference of cancer patients in 
terms of stress, locus of control, personality type and social support and finding out 
the difference of locus of control, personality type and social support, and 
demographic variables. 
The results of the study will be discussed in the light of the research questions 
as listed below: 
Research Question 1 
What is the equation of the regression of stress from social support, locus of 
control, and personality type? 
To ascertain the answer of this question the stepwise regression was applied. 
Stress was the dependent variable and social support, locus of control, and personality 
type were the predictor variables. 
Stepwise Regression of Stress 
Regression analysis in stepwise method was run in three separate steps. Three 
independent variables satisfied the criterion of entrance in regression. In first step 
social support was most important predictor of stress in cancer patients, in second step 
internal locus of control entered in regression equation, and in third step personality 
type 2(type A) entered as a last important predictor of stress in cancer patients. Rest of 
variables could not enter in regression equation because they could not satisfy the 
criterion of entrance. 
The results of this study showed that social support was first important 
predictor (P=-0.597, p=0.0005<0.00l), and internal locus of control was second 
important predictor (P=0.321, p=0.0005<0.001) and also personality type 2(type A) 
was third important predictor (P=0.157, p=0.0005<0.001) in prediction of stress in 
cancer patients. As it mentioned Social support was negative significant predictor 
while internal locus of control and personality type 2 (type A) were positive 
significant predictors of stress in cancer patients. Eventually, in cancer patients 
samples, social support, locus of control and personality type have explained 54.9% 
of variance of stress. 
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According to the literature on social support and stress, social support is an 
interactive experience (Afifi & Nussbaum, 2006). The support of friends and family is 
highly important in dealing with and resolving stress. Social support can increase 
sense of belonging, purpose and self-worth. Social support moderates the relationship 
between stressors and strains (Cohen and Wills 1985). Cobb (1976) reported that 
social support has a stress-buffering property. With these studies and also our finding 
it is clear that Social support may act as a moderator of stress. Our finding also 
favours proposition of (Antonovsky, 1974; Caplan, 1974; Cassel, 1976 & Cobb, 
1976) that support can buffer the effect of stress. 
For personality type, as personality type A/type 2 are characterized by having 
poor impulse, impatient, hostile and aggressive nature. They think about future, all the 
time. This sort of nature pushes them in thoughts about the disease, their life and all 
the bad ideas about the progression of disease, its related adversities and sufferings. 
Thus type A may experience more stress with the onset of disease. The finding is in 
agreement with that of Job, et al., (2000). In their investigation of responses to 
laboratory-based stressors in Grossarth- Maticek personality Types, Type 2 scores 
were positively correlated with stress. Thus our finding is proving the Type 2 relation. 
As already mentioned Grossarth-Maticek personality type 2 is similar to personality 
type A. Alfred &. Eric (1998) suggests that Type A behavior is linked to high stress 
levels. 
For locus of control, the patient with internal locus of control feels himself/ 
herself responsible for all the happenings (good^ad) related to his/her health. As the 
cancer is considered to be fatal disease, its onset or development may bring the stress 
accordingly in patients with internal loci., because they blame their own behavior 
responsible for its onset or development. In our study internal locus of control was a 
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significant predictor, consistent with the study of (Stanton & Snider, 1993). They 
found positive relation of internal locus of control with stress in breast cancer patients, 
but its positive correlation with stress contradicts the findings of Leiderman-Cerniglia 
(2002). He investigated resistance to the development of PTSD in a sample of women 
undergoing treatment for breast cancer, noted that resistance to PTSD symptoms was 
associated with a greater degree of perceived social support and an internal locus of 
control. With regard to perceived internal health-related locus of control, (Bremer, 
Moore, Bourbon, Hess, & Bremer, 1997; Norton et. al 2005) studies have 
predominantly revealed a positive concurrent relationship with psychological 
adjustment of cancer patients. Although, researchers have argued that cultural and 
societal factors often influence people's health control beliefs (Helman, 1990; Marks, 
1998; Schuiz & Heckhausen, 1999; Sun & Stewart, 2000). Therefore the 
contradictory result may be due to cultural difference also. 
Research Question 2 
Is there significant correlation between the stress and Type of locus of control? 
For answering the above question Eta correlation was run. The amount of coefficient 
between stress as a dependent variable and type of locus of control(intemal, chance 
and powerful others locus of control) as an independent variable was 0.381. That is in 
cancer patients, the correlation between mentioned variables was significant with 99% 
confidence. Therefore our study reports that type of locus of control has a relation 
with stress in cancer patients. Patients' health beliefs therefore may play a significant 
role in the experience of stress. Health locus of control has also been proposed as one 
of the possible mediators in the stress process (Barron & Chacon, 1990). Further, 
wells (1994) has reported locus of control as a predictor of distress and disability in 
chronic pain sufferers and parental stress (Kelly, 1998) 
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Research Question 3 
Is there significant correlation between stress and social support and its sub-
scales? 
To determine the relationship between the scores of stress and social support 
and its sub-scales on stress the Pearson Correlation was applied, the result indicated 
that social support scale, and its sub-scales i.e tangible support, and belonging support 
have significant negative correlation with stress (r= -.641, p=0.0005<O.OI, r= -.631, 
p=0.0005<0.01, and r= -.576, p=0.0005<0.01) respectively. But there was no 
significant correlation(r= -0.124, p=.080>0.05) between the scores of appraisal 
support and stress among cancer patients. 
Appraisal refers to support in the form of advice and discussion. In our finding 
it had negative but insignificant correlation with stress. Thus the presence of a 
perceived confident and trusted advisor of the cancer patients may not make much 
difference in minimizing stress, rather cancer patients may need perceived availability 
of material aid and also someone with whom he/she can share his/her sufferings. 
When a patient has someone who cares about him, with whom he/she can share the 
burden of illness, it may come less threatening and the patient may feel a greater sense 
of control and confidence than if he/she were alone. More social support therefore 
may lower the stress. As reported by Gilbar, (2005), he found significant negative 
correlations between social support and level of distress. This is also supported by the 
finding of Trunzo & Pinto (2003). They reported that higher levels of optimism and 
social support are associated with less emotional distress in cancer patients. 
Research Question 4 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of type locus of control? 
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In order to examine this question, the One Way ANOVA was used. The three 
types of locus of control (internal, chance, and powerful others) were compared with 
regard to scores of stress. Because of (p=0.0005<0.01), there were significant 
differences between at least two groups. The mean scores of stress in internal locus 
group were higher than chance locus of control group, and powerftjl others locus of 
control group. 
The patients with internal loci consider their own self responsible for every 
improvement as well as impairment in health. As the severity of cancer as a disease is 
strong therefore they blame their own behavior for the onset and development of 
disease which in turn may bring more stress. Our finding is in conformity with the 
study of (Stanton & Snider, 1993). In their study they found positive relation of 
internal locus of control with stress in breast cancer patients! 
Research Question 5 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of personality type? 
s In order to examine this question, the One Way ANOVA was used. As there 
were not enough subjects in personality type 2(type A), type 3, and type 6 cancer 
patients. Before computation, mentioned groups were deleted to get better results. The 
results indicated that, there were significant differences (p=0.0005<0.01), between 
two groups on stress scores. The mean scores of stress in personality type 1 (type C) 
cancer patients were higher than personality type 4(healthy personality/Personality 
type B) cancer patients. 
Personality type l(type C) is characterized, when a person responds to stress 
with depression and a sense of hopelessness. Such personalities have a tendency to be 
introverted, conforming and complaint. Such personalities have repressive 
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personalities, who look calm but held in a cauldron of painful emotions and may thus 
posses more stress. Caponecchia (2005) reported that the Types 1 and 2 showed 
increased salivary Cortisol responses to an uncontrollable maths stress task (relative to 
control) compared to Type 4s, and scored higher on perceived stress, state-anxiety, 
and measures of negative mood. Our finding is also in conformity with finding of 
Gerry and et al., (2006). In their study they found healthy personality tended to score 
lower than those in the stressed cluster on most of the biological markers known to 
increase during acute stress. 
Research Question 6 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of type of cancer? 
In order to examine this question, the One Way ANOVA was used. The three 
groups/types of cancer patients (general cancer, esophagus cancer and breast cancer) 
were compared with regard to scores of stress. Because of (p=0.0005<0.01), there 
were significant differences between at least two groups of cancer patients on stress 
scores. The mean scores of stress in esophagus cancer patients were higher than 
general cancer patients. And breast cancer patients had higher mean scores of stress 
than general and esophagus cancer patients. 
When women are diagnosed with breast cancer, one of their biggest immediate 
concern may be what will happen to their breast. It may seem counterintuitive that 
physical appearance would be foremost on the mind of someone with a serious 
disease, but this is the reaction of several women. For women, their breasts are a 
critical component of their womanhood. Many women fear that they will not feel 
"whole" if they have a breast removed. Losing a breast to surgery is not only 
emotionally traumatic, but it can be physically painful and may require physical 
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therapy for a full recovery. Psycho-social problems following mastectomy are related 
to anxiety, fear, social withdrawal, changes in body image, sexual problems of 
perceived acceptance and rejection. Therefore in comparison to other types of cancer 
breast cancer patients may possess more stress. This is in conformity with the finding 
of Susanne et al., (2004). They found that Breast cancer patients had the highest stress 
levels. 
Research Question 7 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of residence? 
For responding to this question independent t-test was used. The two groups 
(rural and urban cancer patients) were compared with regard to scores of stress, 
because of (p=0.635>0.05), there was not any significant difference between two 
groups on stress scores. That is no significant difference was found between rural and 
urban cancer patients on stress scores. 
Having a disease like cancer may itself brings a deep impact on ones life. 
Cancer is often viewed as an acute and usually fatal disease. Cancer patients face 
many problems related to the diagnosis and treatment of their disease like medication, 
therapies (for eg. Chemo-therapy, radiotherapy etc), and regular check-ups. These 
problems are same for both rural as well as urban cancer patients and therefore may 
induce same amount of stress in both of these groups. Thus stress related to cancer is 
perceived equally by both rural as well as urban cancer patients. 
Research Question 8 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of age? 
In order to examine this question, the One Way ANOVA was used. The three 
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age groups (young age, middle age and old age) were compared with regard to stress 
scores. Because of (p=0.0005<0.0i) there were significant differences at least 
between two groups on scores of stress. The results showed that the mean scores of 
stress of middle age cancer patients were higher than old age and young age cancer 
patients. 
When a person is diagnosed with cancer he/she feels that his/her ambitions are 
shattered with the onset of disease. Thus the development of stress is expected and 
that the level of stress may vary with age of cancer patients. The middle age cancer 
patients in the sample were in the age range of 41-55 years. In comparison to young 
(25-40) and old age (56 and above) cancer patients. The patients in middle age group 
have more stress because of liabilities with respect to family like parents, spouse and 
children. The problems related to the future of their children, their higher studies, or 
establishing business for them, their marriage etc. all these factors and many more 
contribute to the development of stress. At the same time though old age cancer 
patients also have concern about others around them particularly their family 
members and relatives, but mostly people around them like family members, are not 
that much dependent on them rather old age patients are themselves dependent on 
others, therefore they experience low amount of stress in comparison to middle aged 
cancer patients. Herschbach et al, (2004), findings suggest that in breast cancer 
patients, age is the most important predictor of stress and patients under 57 years of 
age are more stressed than the older patients. Young cancer patients do also have 
liabilities but not that much as middle aged cancer patients have. As parents of young 
age cancer patients are expected to be self sufficient i.e their parents are not 
dependent on them. Moreover young cancer patients may have feeling that their 
parents will look after their children in their absence or in case of any dire condition. 
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Also young cancer patients are not supposed to be the head of family, further due to 
their young age they may have more potential to resist stress than middle aged cancer 
patients. 
In 2006, The National Cancer Institute (NCI) along with other affiliates 
formed the Adolescent and Young Adult Oncology Program Review Group (AYAO 
PRG) who conducted an evaluation of the current status of a cancer diagnosis in YAs 
between age 15 to 40 years (Schmidt, 2006. Empirical research to date indicates YAs 
and their cancer types are distinguished by unique biological characteristics (AYAO 
PRG, 2006). For example breast cancer in a 30-year-old woman or colon cancer in a 
35-year-old man may have biologic characteristics not found in patients with the same 
diseases at 65 years of age, and these biologic differences may have an affect on 
disease susceptibility, treatment response, and outcome (AYAO PRG, 2006). 
Additional to this, AYA delay a diagnosis of cancer as they typically see themselves 
as unassailable to serious disease, causing them to ignore or minimise symptoms and 
delay seeking medical attention (Bleyer, 2007). Nicole, S.(2008) reported that this age 
group are unique in that they experience great disparities to that of the whole 
population in terms of cancer types; diagnosis, treatment and survival outcomes. 
Therefore the mentioned factors may also be the reason for presence of less stress 
among young cancer patients with respect to mid'^ ''" '""*'' "o"""' «ot;«r.tc. 
Research Question 9 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of gender? 
For responding to this question independent t-test was used. The two group's 
i.e male and female cancer patients were compared with regard to scores of stress. 
Because of (p=0.001<0.01), there was significant difference between two groups on 
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stress scores. The results showed that female cancer patients have higher mean scores 
of stress in comparison to male counterparts. 
Women may be more prone to stress and other mental disorders than men. 
Due to the physical transformation that women undergo and also for specific external 
factors, women may fall prey to stress quite easily. Treatment for cancer may include 
surgery, radiation, chemotherapy, or other drug treatments. All of these factors may 
results in some undesirable consequences. Chemotherapy often causes hair loss and 
serious temporary digestive problems as side effects. Hair loss can be difficult 
emotionally because it is an obvious external manifestation of what is really an 
internal disease. Therefore women may experience more stress than men. Our result is 
in conformity with the finding of Herschbach et al, (2004). They reported that female 
cancer patients demonstrate higher stress scores in psychological tests than males. 
Same finding is reported by Susanne et al (2004) that women cancer patients showed 
significantly higher stress. Besides as our sample is from Kashmir valley, Younis et 
al.,(2008) in a study in Kashmir valley found that the prevalence of depression was 
twice more in female subjects as compared to male subjects (32.7% vs 15.4%). Also, 
Hussain reported that, in Jammu and Kashmir, cases of women suffering from 
depression and post-traumatic stress disorders are on the rise, (http://www.bio-
medicine.org/medicine-news/More-People-Seeking-Treatment-for-Mental-Illness-in-
Strife-torn-Kashmir-13179-1/). 
Research Question 10 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of income? 
In order to examine this question, the One Way ANOVA was used. The three 
income groups (low income, moderate income and sound income) were compared 
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with regard to scores of stress. Because of (p=0.043<0.05), there was significant 
difference at least between two groups on scores of stress in cancer patients. The 
mean scores of poor cancer patients were higher than cancer patients with sound 
income on stress. 
Low income is itself a problem which may add to worry and stress. Low-
income cancer patients may encounter economic and other barriers to cancer care, 
like, problems in buying medicines, arranging fare to see a doctor in time, charges for 
therapies like chemo therapy, radio therapy etc. These factors may add to stress as 
reported by Ayse & Asli (2007), in their study income level of the participants and 
depression scores were found to be negatively correlated with stress-related growth. 
This is further supported by the study of Elaine (2005), this study showed that 
individuals with low income possess more depressive symptoms. 
Research Question 11 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of family strength? 
In order to examine this question, the One Way ANOVA was used. The 
results showed that there was no significant difference (p=0.280>0.05) amongst three 
groups of family strength on stress scores. In other words no significant difference 
was found among cancer patients with small family, medium family and large family 
on stress scores. 
The reason behind that may be the type of family engagement. As an active 
engagement has been found to be associated with more relationship satisfaction 
(Hagedoom et al., 2000) while protective buffering has been found to be associated 
with more distress (De Ridder, Schreurs, & Kuijer, 2005; Kuijer et al., 2000; Coyne et 
al., 1991) and with less relationship satisfaction (Hagedoom et al., 2000). Peggy 
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Reynolds and George Kaplan in a study of specific aspects of social ties found that 
involvement in a range of social activities, as well as the quality of relationships and 
frequency of contacts (not necessarily the numbers of friends or acquaintances), were 
the most important elements, (http://www.oralcancerfoundation.org/ emotional/mind-
body.htm#support). Therefore, it may not be the number of family members which 
make a difference but it is the type of relationship and engagement. The findings of 
Rowland, (1989); Wortman & Lehman, (1985) suggest that family members 
sometimes lack communicatively supportive skills and need help learning how to 
effectively support one another. Implementing communication training programs into 
social support focused health. Interventions would make certain that family members 
are taught appropriate behaviours to help an ill loved one adjust and maintain his or 
her well being. 
Research Question 12 
Is there significant difference between the mean scores of cancer patients' 
stress with consideration of period of diagnosis? 
In order to examine this question, the One Way ANOVA was used. The 
results showed that, there was not any significant difference among three groups of 
period of diagnosis on scores of stress. That is, no significant difference was found 
among newly diagnosed, old diagnosed and very old diagnosed cancer patients on 
scores of stress. 
The diagnosis of cancer may cause psychological stress. Diagnosis and 
treatment of cancer can be a stressful experience and the level of stress experienced 
by the patient may vary with the "time since diagnosis" but in our study no significant 
difference was found in scores of stress with consideration to period of diagnosis. One 
of the potential reasons may be that there was a small gap in intervals between the 
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three groups of cancer patients based on "time since diagnosis". Each of the three 
groups were distinguished with a gap of two months only i.e 0-2 months consisting of 
43.5% patients, 3-4 months consisting of 27.5% patients and 5 and above consisting 
of 29.0% patients respectively. Therefore the expected difference was not found. 
Research Question 13 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of type of locus of control? 
In order to examine this question, the One Way ANOVA was used. The three 
groups/ type of locus of control (internal, chance and powerful others) were compared 
with regard to social support and its sub-scales. Because of (p=0.002<0.01), there 
were significant differences between at least two groups on Appraisal support. But 
there was no significant difference between the mean scores of three groups on 
tangible support, belonging support, and total social support. The results further 
showed that the mean scores of cancer patients with powerful others locus of control 
were higher than cancer patients with internal and chance locus of control. 
Persons scoring high on powerful others are referred to as "believers in 
control", because these people believe that their health outcomes are due to factors 
under control of powerful other people such as physicians and other care takers. It 
might be assumed that one needs to have faith in professionals' recommendations 
(e.g., prescribed interventions) as well as a belief that a person can affect their health 
through participation in a behavioral intervention program. Therefore, they may 
exhibit the behavior that elicits more support. 
Research Question 14 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of personality type? 
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In order to examine this question, the One Way ANOVA test was used. The 
three groups/personaUty types were compared with regard to social support and its 
sub-scales. Because of (p=0.009<0.01, p=0.008<0.01, and p=0.006<0.01), there were 
significant differences between at least two groups on tangible support, belonging 
support, and total social support. But there was no significant difference between the 
mean scores of three groups on appraisal support sub-scales. The results further 
reported that mean scores of type4 (healthy personality/Personality type B) cancer 
patients were higher than type l(type C) cancer patients on tangible support, 
belonging support, and social support. 
Type B personalities tend to be patient and friendly. They feel that they can 
control themselves more than anything else. Some of the peculiar characteristics of 
type B personalities as reported by Sharma (2007) is that they try to make others feel 
accepted and at ease. They are supportive of others and more likely to express 
positive feelings. They have a lesser chance of stress related disorders. This very 
nature of personality type B may help them in earning maximum social support. 
Therefore personality type 4/typeB score higher than personality type 1/ type C on 
social support. 
Research Question 15 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of type of cancer? 
In order to examine this question, the One Way ANOVA test was used. The 
three groups/types of cancer (general, esophagus and breast cancer) were compared 
with regard to social support and its sub-scales. Because of (p=0.002<0.01, 
p=0.033<0.01, p=0.003<0.01, and p=0.0005<0.01), there were significant differences 
between at least two groups on social support and its sub-scales. The results showed 
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that the mean scores of general cancer patients were higher than esophagus and breast 
cancer patients on tangible support, belonging and the total social support And the 
mean scores of general cancer patients were higher than breast cancer patients on 
appraisal support 
As the general cancer is not a particular type of cancer rather it consists of 
various kinds of cancers like skin cancer, stomach cancer, lung cancer, prostrate 
cjmcer, etc. some of these cancer types are not life threatening, agonizing with harsh 
symptoms. Some of cancer patients with less severe cancer can manage activities in 
their daily lives at their own and therefore do not have much expectation from others 
On the other hand esophagus and particularly breast cancer patients may feel 
themselves severely affected and therefore may raise many expectations on others 
who support them With the daily hurdles, agony they may feel that the people around 
are not caring much about them as they expect and thus may report less amount of 
social support. 
Research Question 16 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of residence? 
In response to this question independent t-test was used. The results showed 
that, because of (p=0.819>0.05, p=0 714>0 05, p=0.606>0.05, and p=0.829>0 05) 
there was no significant difference between the mean scores of rural and urban cancer 
patients with regard to social support and its sub-scales. 
Though our finding is contrary to that of Barry, Doherty, Hope, Sixsmith, & 
Kelleher, (2002); Duncan, (2001), they reported that rural women have greater 
informal support from family and friends compared to urban women As the data was 
collected from Kashmir valley the family bonds there are very close due to existing 
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turmoil and unrest, and people are dependent on each other. Therefore the urban 
people in valley may also receive substantial amount of support from the family 
members as is reported by Younis et al., (2008), they conducted a study to see the 
morbidity pattern in Kashmir valley and to see the depression level in relation to the 
family support. Their sample consists of urban patients. The result indicated that 
majority of the aged population were having family support as 85.7% (n=180) and 
only 14.3% (n=30) were not having any family support. Therefore rural and urban 
cancer patients may receive same level of social support. 
Research Question 17 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of age level? 
In order to examine this question, the One Way ANOVA was used. The three 
age groups (young age, middle age and old age) were compared with regard to social 
support scale and its sub-scales. Because of (p=0.003<0.01), and (P=0.05<0.05) there 
were significant differences between at least two groups on Tangible support and total 
social support. But there was no significant difference between the mean scores of 
three groups on Appraisal support and belonging support. The results showed that the 
mean scores of old cancer patients were higher than middle age cancer patient on 
tangible support and total social support. 
Tangible support is the result of concrete behaviors that help a person directly. 
The helping person intervenes personally in the problem situation and takes practical 
action such as help in household chores, giving a financial assistance, helping with 
work responsibilities or giving some other form of material aid. With increasing age a 
person becomes dependent on others, therefore besides help received from others 
concerning disease, a patients may receive help for various disabilities and 
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weaknesses developed due to his old age. Therefore old aged cancer patients may 
perceive more support than younger patients. Kasper et al., (2000) in a study on 
disabled women, reported that greater reliance on family is associated with being of 
age > 80, black, and living with others. Also, younger patients and lower income 
women indicated they received less help than needed. In a study on aged people in 
Kashmir valley by Younis et al., (2008). Their result indicated that majority of the 
aged population were having family support as 85.7% (n=180) and only 14.3% 
(n=30) were not having any family support. Therefore our result is in conformity with 
the mentioned findings. 
Research Question 18 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of gender? 
In order to examine this question, the independent t-test was used. The results 
showed that, because of (p=0.130>0.05, p=0.156>0.05, p=0.231>0.05, and 
p=0.059>0.05) there was no significant difference between the mean scores of two 
groups on social support and its sub-scales. That is, no significant difference was 
found between the mean scores of male and female cancer patients on social support 
and its sub-scales. 
The absence of difference between male and female cancer patients on social 
support may be due to the fact that, when a person is diagnosed with cancer the 
people around be they his or her family members, friends, physicians etc all may try 
to provide him or her care and support so as to comfort the patient, build his/her 
confidence and in a way ease patients' stress irrespective of gender. Therefore our 
result is in conformity with the finding of Lehto-Jarnstedt (2000). In their study they 
found that the mean scores of cancer patients' social support with consideration of 
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gender have hardly any differences. 
Research Question 19 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of income level? 
In order to examine this question, the One Way ANOVA was used. The 
results indicated that, because of (p=0.047<0.05) there was significant difference 
between the mean scores of at least two groups on appraisal support sub-scale. But 
there was no significant difference between the mean scores of three groups on 
tangible support, belonging support and total scores of social support. The results 
further showed that the mean scores of cancer patients with sound income were higher 
than cancer patients with moderate income on social support scale. 
One's socioeconomic status may be a major factor in whether or not an 
individual gets enough social support. The socioeconomic status is the measurement 
of level of income. As expected, anyone who comes from a lower socioeconomic 
class would be more likely to receive less social support. They basically may not have 
enough resources in their environment available to assist with social support. Our 
finding is in conformity with the study of Dansuk et al (2000). They found that cancer 
patients with low socioeconomic status have low social support scores. Further, Gallo, 
Bogart, Vranceanu, &. Matthews, (2005) has suggested that adults who have higher 
socioeconomic status tend to receive more social support, thus our finding is in same 
direction. 
Research Question 20 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of family strength? 
To answer this question, One Way ANOVA was used. Because of 
168 
(p-0.027<0.05, p=0.550>0.05, p=0.006<0.05, and p=035<0.05), there was significant 
differences between at least two groups on tangible, appraisal, and total social 
support. The results showed that, the mean scores of cancer patients with large family 
were higher than cancer patients with small family on tangible support, belonging 
support, appraisal support and total social support. 
Social support is an emotional need when individuals are faced with life-
threatening events (Carstensen et al., 1999) during such crises, individuals view the 
future as limited because their time left in life becomes potentially constrained. This 
cognitive time change causes people to prioritize certain goals that best enable them 
to adapt to their circumstances (Carstensen, 1991, 1992; Carstensen et al., 1999). 
They now seek emotional goals like social support in order to alleviate distress and 
maximize wellness. Individuals seek to achieve these goals via interaction with 
familiar partners, typically family, as such needs can szsWy be attained in previously 
established, close bonds (Carstensen et al., 1999). Therefore the presence of more 
family members may result in perception of more social support. At the same time it 
is important to note that all social support is not perceived to be helpful (Barrera, 
1989; Kaniasty & Norris, 1997). The findings of Rowland, 1989; Wortman & 
Lehman, 1985 suggest that family members sometimes lack communicatively 
supportive skills and need help learning how to effectively support one another. 
Research Question 21 
Is there significant difference between the mean scores of cancer patients' 
social support and its sub-scales with consideration of period of diagnosis? 
In order to examine this question, the One Way ANOVA was used. The 
results showed that, because of (p=0.827, p=0.103, p= 0.925, and p=0.564), there was 
no significant difference between the mean scores of three groups on tangible, 
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appraisal, belonging and total social support. That is, no significant difference was 
found between the mean scores of newly diagnosed, old diagnosed and very old 
diagnosed cancer patients on tangible, appraisal, belonging and total social support. 
Diagnosis and treatment of cancer can be a stressful experience and the level 
of stress experienced by the patient may vary with the "time since diagnosis" and so 
can be the amount of social support perceived, but in our study no significant 
difference was found in scores of social support with consideration to period of 
diagnosis. One of the potential reasons may be that, there was a small gap in intervals 
between the three groups of cancer patients based on "time since diagnosis". Each of 
the three groups were distinguished with a gap of two months only i.e 0-2 months 
consisting of 43.5% patients, 3-4 months consisting of 27.5% patients and 5 and 
above consisting of 29.0% patients. Therefore the expected difference was not found. 
S-2-ConclusioD 
The result of regression and correlation showed that social support have very 
strong relationship with stress in cancer patients, followed by internal locus of control 
and personality type 2(type A). Social support was negative significant predictor 
while internal locus of control and personality type 2 (type A) were positive 
significant predictors of stress in cancer patients. 
The correlation between stress and Type of locus of control was significant 
with 99% confidence in cancer patients. 
Significant correlation was found between social support, its sub-scales (i.e 
tangible support, and belonging support) and stress in cancer patients. But there was 
not any significant correlation between the scores of appraisal support and stress. 
The mean scores of stress in cancer patients with internal locus of control were 
higher than cancer patients with chance locus of control, and powerful others locus of 
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control. 
The mean scores of stress in personality type I (type C) cancer patients were 
higher than personality type 4 cancer patients. 
The mean scores of stress in esophagus cancer patients were higher than 
general cancer patients, and breast cancer patients had higher mean scores of stress 
than general and esophagus cancer patients. 
No significant difference was found between rural and urban cancer patients 
on stress scores. 
The mean scores of stress of middle age cancer patients were higher than old 
age and young age cancer patients. 
Female cancer patients had higher mean scores of stress in comparison to male 
counterparts. 
The mean scores of poor cancer patients were higher than cancer patients with 
sound income on stress. 
No significant difference was found among cancer patients with small family, 
medium family and large family on stress scores. 
No significant difference was found among newly diagnosed, old diagnosed 
and very old diagnosed cancer patients on scores of stress. 
The mean scores of cancer patients with powerful others locus of control type 
was higher than cancer patients with internal and chance locus of control type on 
social support and its sub scales. 
The mean scores of personality type4 (healthy personality/personality type B) 
cancer patients were higher than personality type 1 (type C) cancer patients on 
tangible support, belonging support and total social support. 
The mean scores of general cancer patients were higher than esophagus and 
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breast cancer patients on tangible support, belonging support and total social support. 
And the mean scores of general cancer patients were higher than breast cancer 
patients on appraisal support. 
No significant difference was found between the mean scores of rural and 
urban cancer patients with regard to social support and its sub-scales. 
The mean scores of old cancer patients were higher than middle age cancer 
patients on tangible sub-scale and total social support scale. 
No significant difference was found between the mean scores of male and 
female cancer patients on social support and its sub-scales. 
The mean scores of cancer patients with sound income were higher than 
cancer patients with moderate income on social support scale. 
The mean scores of cancer patients with large family were higher than cancer 
patients with small family on tangible sub-scale, belonging sub-scale and total social 
support scale. 
No significant difference was found between the mean scores of newly 
diagnosed, old diagnosed and very old diagnosed cancer patients on tangible, 
appraisal, belonging and total social support. 
With all these findings we can finally conclude that: 
The study provided a usefiji heuristic for understanding health beliefs and 
showed that health beliefs may have impact in cancer patients' stress levels. Therefore 
importance of behavioral interventions designed to reduce the stress was revealed. 
The study also showed effectiveness of personality type in relation to stress 
among cancer patients' and therefore highlighted the need to augment psychological 
intervention on change, enhancing perceived emotional support, and, ultimately, 
assisting in the adaptive coping and psychological well-being of cancer patients. 
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Finally, the study provided the significance of social support for buffering 
stress and also the importance of an active engagement associated with more 
relationship satisfaction, so that Interventions would be provided to certain that family 
members are taught appropriate behaviours to help cancer patient adjust and maintain 
his or her well being and minimise stress. 
5-3- Limitation of the Present Research 
The most significant limitation of this study was that the data for all variables 
included in this study were collected via participants self report. All though self 
reports of participants are common ways of collecting data in the social science(Kline, 
Sulsky & Rever-moriyama, 2000), the use of such data collection for the only 
assessment of stress is criticized for two major reasons: the inferences made by the 
researcher as to correlations and causal relationships between the variables under 
investigation might be artificially inflated by the problem of common method 
variance and secondly, studies involving self report data are prone to response biases 
which need to be acknowledged and understood when interpreting results(Donaldson 
& Grant-vallone, 2002). 
• Contamination through common method variance may have occurred in this 
study. As a result of the fact that all measures were assessed using the same 
paper-and- pencil response format. The problem with common method 
variance in correlational investigation is that in addition to the relationship 
calculated by the correlation coefficient, some of this correlation coefficient 
may be measuring a false relationship, meaning that correlation between 
variables is estimated as higher than is actually true to the same response bias 
being applied by the participant to each measure in the questionnaire battery 
(Kline et al, 2000). Therefore, it is possible that the relationships observed and 
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reported in this study have been slightly inflated due to common method 
variance. One way to control for this bias in future research could be using 
different versions of the questionnaire batteries, where the items are ordered 
differently, to detect order effects. Although this does not completely eradicate 
common method of variance it would provide the researcher with an 
indication of its effect and possibly allow them to control for this type of 
biasness in research. 
5-4- Further Research Suggestions 
Despite the spurt of research work in the field of cancer disorder there are 
some areas that need to be explored further in order to gain better understanding of 
the phenomena. 
• The awareness of risk factors associated with cancer disease. 
• Research on the role of psychological and behavioral factors in the 
management of cancer must be expanded. For example, the role of hardiness, 
quality of life, self concept, 
• exploratory styles, hope or optimism etc. 
• The role of individual techniques or management strategies-relaxation 
techniques positive appraisal, seeking social support and recreational activities 
should be adopted for rehabilitation of cancer patients. 
• An important research area concerns how the patient's kith and kins view their 
health. We know little about childrens benefits concerning the health of their 
parents. 
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S No . . 
PERSONAL DATA SHEET 
Date: 01-2008 
RT/RCC 
Diagnosis: 
Address: 
Whether 
Age: 
Sex: 
rural i—i urban i—i please tick 
l\/lonthly Income from all sources: 
Family strength: 
Time since diagnosis: 
Here is a list of situation that you might encounter and (hat might cause you stress. For each situation please first decide whether 
the situation currently applies to you .if so then please indicate how much of a problem the situation is for you by making an 'X' on 
the five point scale "only a slight problem" to" a very big problem". If not then make an 'X' under "Does not apply to me". 
QSC-R23 Does not apply to me 
1. 
2. 
3 
4 
5 
6 
7 
8 
9 
10 
11 
often feel tired and weak. 
am suffering due to surgery. 
feel unconfident in relationships with other people. 
I am suffering pain due to unknown causes( headaches, lower 
back pain, belly aches) 
am afraid of a progression of my disease^ 
Other people often react incinsiderate /unsympathetic. 
Body care has become difficult since I developed cancer._ 
I am afraid of developing pain. 
have the feeling to be of less value for other people. 
am afraid of having to go to the hospital again. 
feel physically imperfect. 
12 I cannot follow my hobbies (e.g. sports) as much a tjefore I 
developed cancer. 
13 I often have trouble sleeping.-
14 I am afraid of not being able to work anymore. 
15 I do not feel well informed about my illness/treatment.. 
16 I am often tense and nervous. 
17 I have had sex less frequently since developing cancer, 
18 I do not feel adequately infonned about possibilities for social 
/financial support. 
19 It is difficult to talk with my family about my situation.-
20 Since I developed cancer. I have been going out less (to the 
movies, out to eat, visiting friends, etc.), 
21 Different doctors gave different information about my illness 
22 I have too few opportunities to talk about emotional problems with 
a specialist. 
23 It is difficult for my spouse/partner to empathise my situation: 
Applies to me is. 
only a slight a very big 
problem probleir 
• 
• 
• 
D 
• 
• 
• 
• 
• 
• 
D 
• 
• 
• 
• 
• 
• 
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DDD 
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• n-a 
• n • 
• n • 
• an 
• n • 
DDD 
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• an 
• n • 
• n.a 
• n • 
• n • 
• n • 
• D • • D • 
MHLC 
Instructions: Each item below is a belief statement about your medical condition with 
which you may agree or disagree. Beside each statement is a scale which ranges from 
strongly disagree (I) to strongly agree (6). For each item we would like you to circle 
the number that represents the extent to which you agree or disagree with that 
statement. The more you agree with a statement, the higher will be the number you 
circle. The more you disagree with a statement, the lower will be the number you 
circle. Please make sure that you answer EVERY ITEM and that you circle ONLY 
ONE number per item. This is a measure of your personal beliefs; obviously, there are 
no right or wrong answers. 
l=STRONGLY DISAGREE (SD) 
2=MODEJtATELy DISAGREE (INiP) 
4=SLIGHTLY AGREE (A) 
5=MODERATELY AGREE (MA) 
3=SLIGHTLY DISAGREE (D) 6=STR0NGLY AGREE (SA) 
If my condition worsens, it is my own behavior which 
determines how soon I will feel better again. 
SD MD MA SA 
1 
2. As to my condition, what will be will be. 
3. If 1 see my doctor regularly, I am less likely to have 
problems with my condition. 
4 
4. Most things that affect my condition happen to me by 
chance. 
Whenever my condition worsens, I should consult a 
medically trained professional 
I am directly responsible for my condition getting better 
or worse. 
Other people play a big role in whether my condition 
improves, stays the same, or gets worse improvcb, stays tnc same, Oi gets wuiac. 
Whatever goes wrong with my condition is my own fault. 
Luck plays a big part in determining how my condition 
improves. 
8. 
10. In order for my condition to improve, it is up to other 
people to see that the right things happen. 
11, Whatever improvement occurs 
largely a matter of good fortune. 
with my condition is 
12. The main thing which affects my condition is what I 
myself do. 
13. I deserve the credit when my condition improves and the 
blame when it gets worse. 
14. Following doctor's orders to the letter is the best way to 
keep my condition from getting any worse. 
If my condition worsens, it's a matter of fate. 
If I am lucky, my condition will get better 
15. 
16. 
18. 
If my condition takes a turn for the worse, it is because I 
have not been taking proper care of myself 
The type of help I receive from other people determines 
how soon my condition improves. 
6 
GMPSI Scale 
The following statements describe a variety of reactions people have in their 
daily lives. Please read each statement and circle the number that 
corresponds to the statement that is true for you. Even if you are not sure, 
provide an estimate for each question. Do not spend too much time on any 
one statement. 
1.1 find it very difficult to stand up for myself. 
2. 1 have been complaining for years about various 
unfevourabie conditions but i am not able to change them. 
3.1 am mainly concerned with my own well being. 
4.1 am content and happy with my daily activities. 
5. 1 can express my feelings only when there are good 
reasons for them. 
6.1 don't believe in social rules and don't pay much attention 
to other people's expectations or the obligations 1 may have 
towards them. 
7. 1 cannot live happily and contentedly with or without a 
particular person. 
8. 1 prefer to agree with others rather than assert my own 
views. 
9. Certain people are the most important cause of my 
personal misfortunes. 
10. 1 alternate to a great degree between the positive and 
the negative evaluation of people and conditions. 
11. When 1 cannot achieve closeness with someone who is 
emotionally important to me, 1 have no difficulties in letting 
them go. 
12. 1 have difficulties in showing my emotions because for 
every positive emotion there is a negative one. 
13. My behaviour towards other people alters from being 
very friendly and good-natured to being very hostile and 
aggressive. 
14. 1 cannot live happily and contentedly in the presence or 
the absence of certain states or conditions, e.g., 1 need my 
work but 1 am unhappy doing it. 
15. 1 tend to act more to fulfil the expectations of people 
close to me rather than look after my own needs. 
16. Certain conditions or situations are the most important 
cause of my personal misfortunes. 
17. With people 1 love, 1 keep changing from keeping them 
at a great distance to stifling dependence to excessive 
distancing. 
18.1 can arrange things so that people who are emotionally 
important to me are as close to or as distant from me as 1 
wish. 
19 Reason, rather than emotion, guides my behaviour. 
20 1 expect others to fulfil agreements very strictly but do 
not believe in doing so myself 
21 1 have thoughts which terrify me and make me unhappy. 
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22.1 tend to give in and abandon my own aims in order to 
achieve harmony with other people. 
23.1 feel helpless against people or conditions which cause 
great unhappiness for me, because 1 cannot change them. 
24. When 1 am in a situation which 1 experience as 
threatening, 1 immediately try to get other people to help and 
support me. 
25. When 1 fail to achieve my objectives, 1 can easily change 
tack 
26. When people make emotional demands on me, 1 usually 
react only rationally, never emotionally. 
27.1 act in a spontaneous manner, following my immediate 
feelings without considering the actual consequences. 
28. Relations with certain people are always pretty 
unsatisfactory, but there is nothing 1 can do about it. 
29.1 am unable to express my feelings and needs openly to 
other people. 
30.1 seem to be confronted with the undesirable aspects of 
people and conditions. 
31. When someone who is emotionally important to me 
hurts me ever so slightly, 1 immediately dissociate myself 
from that person. 
32. 1 can manage to live fairiy contentedly with or without 
someone who is emotionally important to me. 
33.1 am quite unable to allow myself to be guided by 
emotional considerations. 
34.1 feel like attacking other people and crushing them. 
35. Certain situations and states (e.g., at my place of worit) 
tend to make me unhappy, but there is nothing 1 can do to 
alter things. 
36. 1 tend to accept conditions which work against my 
personal interests without being able to protest. 
37. Certain people keep interfering with my personal 
development. 
38.1 expect others to live up to the highest moral standards 
but do not feel that these are binding on myself. 
39.1 can change my behaviour to suit conditions. 
40. My actions are not influenced by emotions to the degree 
that they mjght appear irrational. 
41. When my partner demonstrates love towards me, 1 
sometimes become particulariy aggressive. 
42. Certain bodily conditions (e.g. being ovenweight) 
make me unhappy, but 1 feel unable to do anything about 
them. 
43. 1 feel inhibited when it comes to openly showing 
negative feelings such as hatred, aggression, or anger. 
44. Certain conditions keep interfering with my personal 
development 
45. 1 seek satisfaction of my own needs and desires first, 
regardless of the needs and rights of others. 
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46 1 am capable of finding new points of view and 
successful, sometimes surpnsing, solutions for problems 
47 1 try to do what is rational and logically correct 
48. When 1 feel like attacking someone physically, 1 have no 
inhibitions about doing this at all. 
49 1 can relax bodily and mentally only very rarely, most of 
the time 1 am very tense. 
50 1 am inclined not to be demonstrative when emotional 
shocks upset me 
51. 1 cannot control excitement or stress in my life because 
this IS dependent on the actions of other people 
52 When 1 make emotional demands on another person, 1 
require immediate satisfaction. 
53 1 am independent in what 1 do and do not depend on 
other people when this works to my disadvantage 
54 1 try to express my needs and desires in a rational and 
reasonable manner 
55 1 have no inhibitions in hurting myself physically if 1 feel 
like doing so 
56 1 have great difficulties in entenng into happy and 
contented relations vinth people 
57 When 1 feel emotionally let down, 1 tend to be paralysed 
and inhibited 
58 1 cannot control excitement or stress in my life because 
this depends on conditions over which 1 have no control. 
59. 1 find fulfilment in everyday situations which are not 
subject to ordinary rules, regulations and expectations. 
60 When things don't work out, this does not make me give 
up but rather makes me change my way of doing things. 
61 1 try to solve my problem in the light of relevant and 
ratk)nal consideration. 
62. 1 resent all moral obligations because they hamper and 
inhibit me 
63 1 am helpless when confi'onted with emotional degree 
that they might appear irrational, shocks, depression, or 
anxiety. 
64 When something temble happens to me, such as the 
death of a loved one, 1 am quite unable to express my 
emotions and desires 
65.1 can express my aims and desires clearly but feel that it 
IS quite impossible to achieve them. 
66 As soon as someone becomes emotionally important to 
me, 1 tend to place contradictory demands upon them, such 
as 'Don't ever leave me' and 'Get away fi^om me 
67 When things lead to harmful results for me, 1 have no 
trouble in changing my behaviour to make for success 
68 1 only believe in things which can be proven scientifically 
and logically 
69 When it benefits me, 1 have no hesitation in lying and 
pretending 
70 1 am not able to feel enthusiasm 
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Social Support Scale 
Instructions 
This scale is made up of a list of statements each of which may or may not be 
true about you. For each statement we would like you to tick the appropriate 
option provided 
(1) Totally Disagree (TD) 
(3) Agree (A) 
(2) Disagree(D) 
(4) Totally Agree(TA) 
Though some questions will be difficult to answer it is important that you pick 
one alternative for each statement. Please read each item carefully. 
Remember that this is not a test and there are no right or wrong answers. 
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10. 
11. 
12. 
13. 
14. 
15. 
If 1 had to go out of town for a week, some one 
1 know would look after my home such as 
watering the plants or taking care of the pets. 
If 1 were sick and 1 needed someone to drive 
me to the doctor 1 woukJ have trouble finding 
someone. 
If 1 were sick 1 would have trouble finding 
some one to help me with my daily chores. 
If 1 needed help moving 1 would be able to find 
someone to help me. 
If 1 needed a place to stay for a week because 
of an emergency such as water or electricity 
being out in my home 1 could easily find 
someone who would put me up. 
There is at least one person whose advice 1 
really trust. 
There is no one 1 know who will tell me 
honestly how 1 am handling my problems. 
When 1 need suggestion about how to deal 
with personal problems 1 know there is some 
one 1 can turn to. 
There is no one 1 feel comfortable talking to 
about my intimate personal problems. 
There is no one 1 trust to give me good advice 
about money matters. 
1 am usually invited to do things with others. 
when 1 feel lonely there are several people 1 
can talk to. 
1 regularly meet and talk with my friends or 
members of family. 
1 often feel left out by my circle of friends. 
There are several different people 1 enjoy 
spending time with. 
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Please ensure you have answered all questions. 
